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Executive Summary

This report has been prepared for the Joint Letiusl@versight Committee on Mental
Health, Developmental Disabilities and Substancas&iServices as required by North
Carolina Session Law 2010-152.

The legislation instructs the North Carolina Depet of Health and Human Services
(DHHS) to conduct a study to determine the costetiVeness of supportive housing as
an alternative to psychiatric hospitalization fedividuals with mental illness, substance
abuse or developmental disabilities. As requirethe legislation, the Secretary of
DHHS, Lanier Cansler, appointed two co-chairs ateisk force to conduct the study and
report to the General Assembly.

Summary of Key Findings and Conclusions

The Task Force identified approximately 1,700 imndliials with mental health or

substance abuse disorders or developmental disabil need of supportive housing.
These individuals are homeless and cycle througte $isychiatric hospitals, community
hospitals, crisis services, jail and prison. Femthore, their homelessness creates barriers
to their taking advantage of housing and commumigyntal health, developmental
disabilities, and substance abuse services andeaspphese individuals can be

identified by local service providers.

The core value of supportive housing is for peaylté disabilities to have the right to
live in the most integrated setting possible withessible, individualized supports.
Services and supports for individuals with mentalth or substance abuse disorders or
developmental disabilities are demonstrated to beeraffective if the individual has a
stable, safe place to live and adequate supporé&sain in their home. Overall,
supportive housing improves an individual’s quatifyife, self-direction, recovery,
stability, and community inclusion.

Supportive housing is defined as decent, safea#fioddable community-based housing
that provides tenants with all the rights of tenaand services and supports that meets
the tenant’s needs and preferences. This inclod#spermanent and transitional
supportive housing models.

Given North Carolina’s success in the establishroéstipportive housing over the last
18 years, the Task Force recognized the importahbailding on the models that have
worked to provide long term quality of life and tsavings over time.

Developing successful supportive housing must oielcapital, operating assistance, and
access to services. This includes flexible fundongrovide supports and services that
are not “billable” such as training, tenancy supgoand other coordinating actions.
Coordination of funding sources is complex and tgyaent is further complicated by

Alternatives to Hospitalization Task Force
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supportive services that are almost always digglsipecific and housing development
and operating assistance that are almost alwagbitiig neutral.

An analysis of supportive housing costs for thisugr of people is based on existing
programs and strategies to provide supportive ingusiits for 1,700 individuals over a
period of three years. The analysis identifieeptél cost offsets for the State
concluding that implementation of such strategiesila result in a cost neutral situation
for the State, while ensuring greater potentialjfoality of life, stability and community
inclusion for the persons served. Supportive hgus a good investment for North
Carolina and its communities for these vulnerabtedents.

Recommendations of the Task Force

This report builds the case for a statewide supmohousing plan that meets the needs of
individuals with mental health or substance abuserders or developmental disabilities
as an alternative to psychiatric hospitalizatiod #rat obtains maximum cost savings for
the State of North Carolina as a whole. The Taské submits the following
recommendations and strongly suggests that the tiled immediate action based on the
strategies described below and in greater detdiiiarchapters of this report.

Recommendation 1. The Task Force recommends thate State provide permanent
supportive housing for 1,700 individuals with mentahealth or substance abuse
disorders or developmental disabilities who are hoeless and frequent users of
psychiatric hospitalization, crisis services, jaibr prison. This will be accomplished
by expanding existing housing programs and supponie programs that are
successfully administered in North Carolina to crete permanent homes and
improved access to services and supports and to ldye ground work for a statewide
system for moving from institutional care to integiated community care.

Strategy 1.1 Increase the State’s ability to identify and gfyahdividuals for
SSI/SSDI at the local level thereby increasingvitiial’'s income and access to
Medicaid and reducing use of State resources, tgifig 26 dedicated SSI/SSDI
Outreach, Access and Recovery (SOAR) positions anthat each of the 23 LMEs
and each of the three State psychiatric hospitas @stimated cost of $1,950,000.

Strategy 1.2Support the enrollment of potential Medicaid résips prior to January
2014 to increase access to current benefits.

Strategy 1.3Support the partnership of DHHS and the North @zadHousing
Finance Agency (NCHFA) to provide 1,700 additiosapportive housing units as
follows:

* Increase funding by $2,709,000 for the DHHS Opega8ubsidy to
continue the Key Program Target Units for bothiueising Credit
($2,128,500) and Supported Housing Deposit Prod&tibP)
($562,500) and allow costs for up to 7.5% of fuigdin
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* Expand funding of $3,775,464 through DHHS OperaSundsidy to create
a Tenant Based Rental Assistance Program and atlownistrative costs
for up to 10% of funding.

* Expand funding of $1,012,500 through DHHS OperaSundsidy to create
a Deposit Program to allow for up-front rental aniity deposits to be
paid reducing a primary barrier in obtaining hogsin

» Expand Oxford Houses Partnership Program by fundiwgh a one-time
addition of $200,000 to the revolving loan progrand 15 positions at an
estimated cost of $1,125,000.

* Increase funding by $18,900,000 for the HousingsTRund.

Recommendation 2. The Task Force recommends impl@mtation of these
expanded housing and supportive programs over a pid of three years through 10
pilot programs across the State in a variety of comunities.

Strategy 2.1 Fund $2,500,000 to provide flexible funding te hilot projects to
customize necessary services and supports to einslivieluals have transition
services they need, maintain access to their iddaliservice providers, and are
provided tenancy supports as needed. This inclirsegrovision of Assertive
Engagement and 24/7 support needed during thetteemngeriod from institution or
homelessness to supportive housing.

Strategy 2.2Ensure staff of supportive housing programs amnd@eproviders
receive training on tenancy supports, includingllard and employer relationships.

Strategy 2.3Work to eliminate barriers to access for housing employment for
individuals with mental health or substance abuserders leaving prison or jail.

Strategy 2.4Promote wraparound services through a systemrefaggroach to
facilitate the transition of individuals dischargedm institutions to the community
services.

Recommendation 3. The Task Force recommends strethgning the State’s
capacity to implement, oversee and evaluate the efftiveness of permanent
supportive housing, services and supports on the glity of life of program
participants.

Strategy 3.1 The Practice Improvement Collaborative (PIC) eawand recommend
models of services and supports that are evideasedoor emerging best practice for
individuals with mental health or substance abuserders and who are homeless.

Strategy 3.2DHHS consider asking the North Carolina Interageouncil for
Coordinating Homeless Programs (ICCHP) to adviseramiew the work of all
participating agencies as these agencies prompposive housing for individuals
with mental health or substance abuse disordedswlopmental disabilities in all
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areas of the State, investigate best practicesssp@ilot projects, provide oversight,
conduct performance evaluation and secure fundidgechnical assistance for local
supportive housing projects.

Strategy 3.3DHHS develop a clearinghouse of housing resowacesss the State in
the Office of Housing and Homelessness by exparntti@gNCHousingSearch.org

tool. This strategy increases the State’s aliditirack and access supportive housing
for all disabilities and special needs by fundingHbusingSeach.org and a dedicated
position within the DHHS Office of Housing and Holemsness to administer access
to restricted areas and to train housing and sepioviders on its use at an estimated
cost of $275,000.

Strategy 3.4Fund one position within the DHHS Office of Hougiand
Homelessness that is responsible for tracking mragrarticipants to ensuring they
receive housing and service resources necessamgrf@ining in the community and
for evaluating the success of the pilot programeims of improving the quality of
life, enhanced effectiveness of services provided, the cost effectiveness of
providing housing, tenancy and SOAR services astimated cost of $75,000.

Strategy 3.5 Ensure coordination among LMES, service provideosising, and
Community Care of North Carolina to assure phydeallthcare access for program
participants.

Strategy 3.6Provide technical assistance to communities steeefor leveraging
funding and accessing resources available to dp\aeid finance supportive housing
options locally.

Strategy 3.7 Develop coordination among information technolsggtems that
supports sharing of information and tracking induals across systems and services
including Medicaid, IPRS, HEARTS, CCNC, CHIN, pnsoand jails, and enables
LMEs to coordinate care and maximize the use atdidifunds.

Clearly, this is the time and opportunity to takéi@n to continue North Carolina’s
success and leadership in responding to individuals mental health or substance abuse
disorders or developmental disabilities and whohamaeless through the provision of
permanent supportive housing. Although the castiscast offsets of these strategies

will involve some ongoing funding each year, thessts can be minimized by increasing
the eligibility of these individuals’ entitlemerd Medicaid and Supplemental Security
Income and by vastly improving their quality oElifThe recommendations and strategies
will enable the State to provide permanent suppettiousing for 1,700 individuals with
mental health or substance abuse disorders oramwehtal disabilities and relieve the
State of crisis services for that high cost grotipemple.

Alternatives to Hospitalization Task Force
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Chapter 1. What is Supportive Housing?

This report has been prepared for the Joint Letiusl@versight Committee on Mental
Health, Developmental Disabilities and Substancas&iServices as required by North
Carolina Session Law 2010-152.

Summary of Legislation and Study Goals

Session Law 2010-0152 instructs the North Cardliepartment of Health and Human
Services (DHHS) to conduct a study to determinectist-effectiveness of supportive
housing as an alternative to psychiatric hospasilon for individuals with mental illness,
substance abuse or developmental disabilitiestedsired in the legislation, the
Secretary of DHHS, Lanier Cansler, appointed twaltairs and a task force including
representatives of:

* NC Department of Health and Human Services (DHHS).

* Housing Trust Fund.

* Local Management Entities (LME).

* Department of Correction (DOC).

» Division of Medical Assistance (DMA).

» Private providers of housing services.

* Public housing agencies.

» Consumers and family members.

The legislation instructs the Task Force to propopéan for individuals with mental
health or substance abuse issues or developmesaahildies that addresses goals of the
public mental health, developmental disabilitied anbstance abuse services system
including:

» Developing cost effective system of care.

» Decreasing the need for hospitalization.

» Decreasing the length of stay in hospitals.

* Decreasing the rate of incarceration and redu@oglivism.

» Decreasing emergency room use and improving consfumetioning.
» Decreasing homelessness.

» Maintaining consumers in the community and makiogpunities safer for
consumers/others.

* Exploring funding possibilities from Medicaid/othgources.

The legislation further instructs the Task Force to
1) Identify frequent users of State and commungychiatric hospitals and
emergency departments and to determine for the=gs:us
* Their housing situation
* Incarceration history
* Recidivism rates

Alternatives to Hospitalization Task Force
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» Treatment offered and treatment compliance
» Other factors determined by the task force
2) Review existing State and national initiativasd
3) Use this information to:
» Study current practices/issues regarding placewfantividuals after
discharge from psychiatric facilities.
» Develop a business case for the development @veide supportive
housing initiative.
» Calculate number of housing units needed statewide.
» Calculate the level of capital investment needearfolti-year
initiative.
* Propose different methods that could be used toopgping
operational costs.
* Examine potential cost-savings.

The term “supportive housing” has historically besed in a variety of ways generally
meaning the combination of affordable housing arglises as a means to support
recovery through the effective use of treatmeniridividuals with mental iliness,
substance abuse or developmental disabilitiesi@ptomote stability in the community.

Multiple models and funding streams of supportiveding have been established in
North Carolina and across the country that areiegige for particular populations. The
Task Force examined a number of these as desgnilwddpters 3 and 4. Both
permanent supportive housing and transitional Imgusiere analyzed as defined below.

Definition of Permanent Supportive Housing

At the federal level, the federal Substance AbuskeMental Health Services
Administration (SAMHSA) promotes Permanent Suppertiousing (PSH) as an
evidence-based practite.

SAMHSA was established in 1992 by Congress to piwiational leadership in policy
and practice regarding effective services andrreat for persons with substance abuse
and mental disorders. Over the years, SAMHSA leasahstrated that prevention

works, treatment is effective and people recov@mfmental and substance use disorders.

One of SAMHSA's eight national strategic objectiv@$iousing and Homelessnéss.
The goals of this strategic initiative are:

! Evidence based practices are services that hangispently demonstrated their
effectiveness helping people with mental illnesses, substainese and other
disabilities to achieve their desired goals. Eifemess was established by different

people who conducted rigorous studies and obtasmeillar outcomes.
2 Seewww.samhsa.org

Alternatives to Hospitalization Task Force
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* Prevent homelessness among individuals with mentahd substance
use disorders.

» Create permanent stable housing for behavioral heti populations.

* Implement supportive housing services.

Through this initiative, SAMHSA serves as the |éaderal agency for promoting and
increasing Permanent Supportive Housing practizethe most vulnerable individuals
and families who are homeless or at risk of honseless. To promote the use of
evidence-based practices, in 2010 SAMHSA develepeablkit for Permanent
Supportive Housing that focuses on supporting comt@s with resources to implement
a scattered site model of supportive housing.

In addition to SAMHSA, since 2003 the U.S. IntemnagyeCouncil on Homelessness
(ICH), a council of over 20 federal agencies, hasked with local communities to
identify effective strategies for ending homelessndhe ICH has stressed that
permanent supportive housing not only improvesityaf life, but is cost effective for
communities in both direct fiscal impact (e.g. se#8 dollars saved) and indirect fiscal
impact (e.g. improved business district atmosphere)

The Task Force has elected to adopt SAMHSA'’s dedimiof Permanent Supportive
Housing, which is:

“Decent, safe, and affordable community-based hap#hat provides tenants
with the rights of tenancy under State and locablard tenant laws and is linked
to voluntary and flexible support and services gesd to meet tenants’ needs
and preferences.”

SAMHSA elaborates on this evidence-based praci@raeans to make housing
affordable to someone on Supplemental Securitymec(SSI), either through rental
assistance alone or in conjunction with housingetigyment. It provides sufficient
wraparound supports to allow people with significsupport needs to remain in the
housing they have chosen.

Definition of Transitional Supportive Housing

Transitional housing iasually thought of as temporary supported houdimay; is
housing with services where individuals or familiee during the time they receive
intensive stabilization services that prepare thaskhold for independent livifgThe
Task Force recognizes that transitional housingptsneeded for every consumer, and
recommends that, in the vast majority of casesstti@nal housing not exceed six

3 North Carolina Housing CoalitioiGlossary of Housing TermRetrieved from:
http://www.nchousing.org/advocacy-1/messaging-strginchc-housing-comm-
manual/Glossary%200f%20Terms.pdf
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months. A limited transitional phase allows for quiate medical stabilization but also
improves outcomes in an individual’s transitiorpgymanent housing arrangements.

Definition of Recovery

Recovery: The primary goal of supportive housing as defingdhe New Freedom
Commission on Mental Health:
= A process by which people are able to live, woelkash, and participate fully
in their communities.
= The ability to live a fulfilling and productive kfdespite a disability.
= Reduction or complete remission of disability asttessing symptoms.

Fundamental aspects of recovery set-direction, individualized and person-centered,
empowerment, strengths-based, peer support, regesgbnsibility and hope The
following core elements of supportive housing eaabtlividuals to achieve and sustain
tenancy — a key element in recovery.

Consumer Choice:Individuals should be free to choose housing froemgame
living environments that are available to the gahpublic.

Separation of Housing and ServicesParticipation in a menu of specific support
services is readily available, but not requiredéb or keep housing.

Decent, Safe and AffordableTenants should pay no more than a reasonable
amount, or 30%, of their income toward rent antities as based on HUD
affordability guidelines.

Community Integration: Integrated housing is in residential areas. Comtguni
integration is based on principles of fair housimguding the value of diversity
with mixed populations in buildings and/or neighttmods to avoid creating
segregation and isolation and to promote recové&gnants are encouraged to
participate in community activities to develop matisupports and receive
community services.

Rights of Tenancy:Tenants have full legal rights in a tenant-landlor
relationship and must abide by normal requiremeht®nduct outlined in a
lease.

* New Freedom Commission on Mental Healtkchieving the Promise: Transforming Mental Healtr€
in America

> December 2004 Consensus Conference on Mental Heatibvery, sponsored by the Center
for Mental Health Services of the Substance AbuseMental Health Services Administration

Alternatives to Hospitalization Task Force
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Access to HousingAccess to housing should be restricted to thoseehés
required of any tenant, for example, ability to pagt and not on participation in
services.

Flexible, Voluntary Recovery-Focused Servicesienants can accept or refuse

treatment or other services, while staff demonsto&ist practice by continuing to
offer support and use flexible assertive engagesteategies. The type, location,
intensity, and frequency of services must adjushéet tenants’ changing needs.
Recovery oriented, consumer driven and evidencedoservices work best.

The Supportive Housing Continuum

An example of the process that might be used tp@tia person in securing permanent
supportive housing is shown in figure 1. A persuay enter at any point along this
continuum.

This is built on a foundation of Assertive Engagetna practice defined as a way of
working with adults and/or children who have sevarserious mental illness or
substance abuse and who do not effectively engéber@atment services. Assertive
Engagement is a critical element of the rehabititend recovery model as it allows
flexibility in meeting a person’s particular neadsis or her own environment or current
location (i.e. hospital, jail, streets, etc.). leaample, preparation would occur for a
person who is in a psychiatric hospital or prisoplan for re-entering the community in
the way that best offers opportunities for longnestability. Some may need intensive
transitional services for medical stabilizatioraminterim setting. Or a homeless person
may move directly into permanent housing with indinalized transitional and
permanent services. In any case, the continuwsed to illustrate the overall process
and different ways to meet an individual’s needs.

Figure 1. A Continuum of Supportive Housing

Preparation Transitional Steps Permanent Supportive Housing
Engagement i icati !
prigrtgo Respite plus medlcatlo_n peer support, natural supports and
discharge management; connection to skill building and 24/7 help center;
from hospital clinical home, access to a connection to clinical home as
romhospial, — psychiatrist and behavioral health  |caded

prison, jail or care; medical stabilization

homeless

shelter. Transitional housing with intensive

services, supports & skill building
including 24/7 help center.
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In summary, the core value of supportive housing is

People with disabilities have the right to livetire most integrated setting
possible with accessible, individualized suppof@sipportive housing results in
improved quality of life for individuals and direzhd indirect cost benefits for

the community.

Alternatives to Hospitalization Task Force
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Chapter 2. Who are the Anticipated Program
Participants?

The legislation requires the Task Force to iderftidqguent users of State and community
psychiatric hospitals and emergency departmentsaddtermine for these users:

* Their housing situation.

* Incarceration history.

* Recidivism rates.

* Treatment offered and treatment compliance.

» Other factors determined by the Task Force.

The Task Force examined readily available data frauitiple sources including:

» Division of State Operated Healthcare FacilitieS@HF) - Healthcare
Enterprise Accounts Receivable and Tracking Sygt¢EARTS) from the
State psychiatric hospitals.

» Division of Mental Health, Developmental Disab#ii and Substance Abuse
Services — Client Data Warehouse, Integrated PatyamehReporting System
(IPRS), NC Treatment Outcomes and Program Perfaen8gstem (NC-
TOPPS), the Community Systems Progress Report,udmersSurvey.

 DHHS - 2009 NC Consolidated Annual Action Plan.

* Local Management Entities (LMES) — survey of hogsieeds.

* National studies regarding housing.

* NC Coalition to End Homelessness.

* Previous studies and reports.

Use of State Psychiatric Hospitals

Of the individuals admitted to the State psychiabospitals in State fiscal year 2009-
2010, prior living arrangements were documenteitiénHEARTS database as folloWs:

® 69% lived in private residences

® 1% lived independently (in a rooming house)

®* 8% were homeless

® 6% were in a correctional facility

® 8% were in another institution (psychiatric hospikdR center)
® 4% were in a residential facility (nursing home)

® SOURCE: From the DMHDDSAS and DSOHF Healthcare fnige Accounts Receivable and Tracking
System (HEARTS) database.
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®* 4% were dependent (a child living with foster famil

Discharge information is also recorded in the HEARIatabase indicating the
destination of the 6,601 individuals dischargedriu6FY2009-2010 as shown in table
1. Importantly, the places where individuals argcpated to live after discharge
(including private residences) are not always whieeg actually reside over time, and a
short stay with family might quickly turn into ameless episode. Twelve percent of
discharge referrals from the State psychiatric hakspwere to homeless shelters, hotels
or correctional facilities. Taken together thas#icate a group of 816 individuals that
are likely to become homeless and can be ident#fsedeeding immediate focus on their
housing needs.

Table 1. Expected Destination of those Dischargedoin State Psychiatric Hospitals

- % of All
Destination Totals .

Discharges
Alcohol/Drug Abuse Treat Center 422 6%
Supervised Apartment Living 12 0%
Correctional Facility 425 6%
Alternative Family Living 30 0%
Family Care Home 179 3%
Group Home - CAP/MR 3 0%
Group Home - DDA 5 0%
Group Home - ICHMR 0 0%
Group Home 500 8%
Halfway House 199 3%
Homeless Shelter 342 5%
Hotel 49 1%
Other Independent 46 1%
Private Residence 4088 62%
Rest Home 95 1%
Supported Living 206 3%

Total (all discharge destinations) 6601

Information from the DMHDDSAS Client Data Wareho&OW) shows in Table 2 the
prior living arrangement of individuals admittedthee State operated psychiatric
hospitals in SFY 2009-2010.

Table 2. FY2010 Psychiatric Hospital Admissions biiving Arrangement

Admissions Living Arrangement Admissions %
Private residence 4,727 74.4%
Homeless(street, vehicle, shelter for homeless) 514 8.1%
Correctional facility(prison jail training school 343 5.4%
Foster family alternative family living 248 3.9%
Institution(psychiatric hospital mental retardation 242 3.8%
Residential facility excluding nursing homes(halfway house) 232 3.7%
Other independent (rooming house dormitory barrack) 49 0.8%
Total 6,355

Alternatives to Hospitalization Task Force
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Further, data from the CDW shows in Table 3 therref of individuals discharged from
the State psychiatric hospitals during the same28B9-2010.

Table 3. CDW FY2010 State Psychiatric Hospital Did@arges

Number of
Discharge Referral Discharges %
Other outpatient and residential non State facility 5,268 82.2%
Unknown 399 6.2%
State facility 341 5.3%
Other 187 2.9%
Family friends 113 1.8%
Other health care 50 0.8%
Court corrections prisons 16 0.2%
Psychiatric service General Hospital 13 0.2%
Veteran's admin. 9 0.1%
Private physician 4 0.1%
Community agency 2 0.0%
Self/no referral 2 0.0%
Nursing home board and care 1 0.0%
6,405

Transition to the Community

DHHS is aware that although plans call for staliegs for individuals following
discharge from a State psychiatric hospital, cirstamces can result in individuals
moving to less stable environments. For exampkeptan might call for a person living
with a parent, and yet circumstances prevent thgopebeing able to remain in that
setting. The Department recognizes this as a® igad has put efforts in place to
enhance and support LMEs as they endeavor to irgiaystability of such situations.

One such effort involves DMHDDSAS tracking the mexs of LMES on established
statewide performance measures in its quar@oiyymunity Systems Progress Refort
Three of those measures focus on the use and oatiafi of services between LMEs
and State psychiatric hospitals.

Timely Follow-Up After Inpatient Care (April-Jun®20) Statewide, 53 percent
of consumers discharged from a State psychiatspited were seen within seven
days following discharge this quarter. This is mpiovement over April-June
2008 when only 35 percent of persons discharged &&tate psychiatric

" Admissions and discharge information in HEARTSssially higher than CDW for any given timeframe
because HEARTS is a billing system that also inetuglansfers within wards of the same facility ¢fiere
creating admissions and discharges. Within CDWission and discharge information is collected only
when a person enters and leaves the facility. n&fea information is not collected in CDW when agos

is moving within the facility or is on temporaryalee from a facility and comes back.

8 See: http://www.ncdhhs.gov/mhddsas/statspublicationsfresfindex. htm
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hospital were seen within seven days. The Divisi®@krY 2010 statewide goal
for follow-up care is 70 percent of consumers sgehin seven days following
discharge.

State Psychiatric Hospitals Readmissions (AprileJ2810) Statewide, seven
percent of consumers discharged from a State paychhospital were
readmitted within 30 days. The SFY 2010 statewjoia is 10 percent or less.
Across the State, 18 percent of consumers werenigiad within 180 days. The
SFY 2010 statewide goal is 22 percent or less.

Effective Use of State Psychiatric Hospitals (A@duine 201Q) With a statewide
goal to reduce use of State psychiatric hospitalsiiort term care (seven days or
less), 34 percent of consumers in State hospitalstays of seven days or less.
The SFY 2010 statewide goal was no more than 4gepenf consumers
representing continued improvement from last quarte

Psychiatric hospital social workers and LME Hodgdifaisons, frequently call on the
expertise of LME Housing Specialists to help thelenitify housing options for persons
without readily apparent discharge options. Houspgcialists have knowledge of
housing options within their own catchment ared,tbere is not a State mechanism in
place to assist with placements across LME or golums, or to identify and minimize
additional barriers that become significant whesssmg those borders. NCHousing
Search, discussed in greater detail in Chapteffé&;sca technology that could assist with
this need.

Use of Community Services

During State fiscal year 2009-2010, a total of 398, persons were admitted to
community services through local management est{tiMEs)? This figure represents
adults and children and includes all three distipdli— mental health, substance abuse and
developmental disabilities.

Of these, 267,000 were adults, of whom 85 perceméwwing in private residences and
five percent were homeless at admission to commuseitvices. It is important to note
that of those reporting to live in a private reside, some may be staying temporarily
with family or friends. This is not considered p@nent housing.

At their most recent update of NC-TOPP%dult consumers who did not live in a
private residence upon admission reported (1) thenent living arrangement and (2)
their experiences during the last three months erifis services, emergency room visits,

® Data is from the Division’s Client Data Warehouse.
19 Data is from the Division’s NC Treatment Outcoraesl Program Performance System (NC-TOPPS).
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night in a hospital or jail and arresfs As seen in chart 1, consumers who still report
being homeless or in temporary housing access tussky crisis services more
frequently.

Chart 1. Experiences during the most recent three onths of treatment of adults
who did not live in a private residence upon enteng treatment.

100%
80%
60% O Private Residence
40% B Resid Pgm/ Institution/ Other
21% O Homeless/ Temp Housing
0, 169
20% 0, 11% 14% o, 8% 8% 0,
8% 7% 596 /% 5%5% ° 0 59,5% (%
0% : : : =

Crisis ER Visits  Nights in Nights in Arrests
Phone Hospital Jall
Contacts

Use of Community Crisis Services

DHHS believes that keeping people close to homenveherisis occurs is an important
ingredient to reintegration into the community. n@ouity of housing supports the
effectiveness of treatment, and many experts censtable housing a therapeutic
intervention in and of itself. Once settled intade living situation, individuals can
engage in a variety of services and treatmentdadlaito them, including crisis services
when needed.

Since 2008, with the support of the General Assgnabisis services have developed
statewide with the intention to provide servicessel to where an individual lives, thus
reducing the use of State psychiatric hospitalsfart term stays. The community crisis
services include walk-in crisis and psychiatrieegare clinics, mobile crisis teams,
contracts with community hospitals for psychiatreds, and NC START teams and
respite beds. Although data about living arranggsand housing are not available,
crisis services data do indicate the demand fop@tiye housing.

1 SOURCE: NC-TOPPS initial interviews of adults witlental health and/or substance
abuse diagnosis in CY 2009 matched to most reqatdte interview that occurred either
at three months after admission or each six mah#rgafter.
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For example, during January-June 2010, 66 walligiscand psychiatric aftercare

clinics across the State reported:

* 110,296 individuals were served.

» 3.7 percent (4,081 individuals) were referred frai@tate facility, community
hospital psychiatric service or emergency departrieethe walk-in center.

* 1.1 percent (1,213 individuals) were referred ywhalk-in center to a State facility
or community hospital psychiatric service.

The Division of MH/DD/SAS provides a quarterly reptm LMEs on the use of
community hospital emergency departments by ressdareach LME’s catchment areas.

e During January-March 2010, a total of 1,026,993 rgg@ecy department admissions
were reported by 111 of the 112 community hospitathe State.
* Of these, 33,211 (3.2%) admissions had a primagraisis of a mental health,
developmental disabilities, or substance abusedakso
» Disposition data for admissions with a primary ofraccurring MH/DD/SA
diagnosis:
= Almost three-fifths (58.3%) of admissions were Hmged from the
emergency department.
=  One-third (32.9%) of admissions were admitted bospital (ICU, Psych Unit,
or general admission)
= 5.7% were transferred.
» 3.1% had another disposition (e.g. left AMA or waith advice).

Use of Jails

A study was conducted in 2006 to determine theettiprocedures in North Carolina
county and regional jails regarding individualshwibental illness (M) or mental
retardation/developmental disability (MR/DE}).Some highlights of the results are listed
here.

» Jails in North Carolina are stressed, on averad@®apercent of capacity.

» Jailers expressed concern about staffing and fadsalands when housing individuals
with mental illness, particularly concerning medicas.

* Handling emergencies is difficult for jails. Traasbf inmates to Central Prison
Safekeeping or to a State psychiatric hospitdiesusual strategy — often a lengthy
process involving considerable jail staff time -€anot a clinical best practice.

» Communication between jail and community care liater. For example, 60 percent
of jails report contacting the provider at admissibut only 19 percent report always
contacting provider at release and only 9 percgjatils report always being
contacted by community provider when a consumar jigil. A majority (61 percent)
of inmates reported that they were not allowedaiat&ct their provider while in jail.

In general, Medicaid does not pay for servicesaadlivered in jail. There are

12yvaughn, J. and A. Scheyelilentification and Treatment of Individuals with Mal lliness or Mental
Retardation/Developmental Disability in North Canal Jails 2007.
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federal and State funds to provide jail diversiervies (that is to arrange for
services outside the jail) depending on availabditthe program locally.

The report provided the following recommendatianguding:

= Adopt use of evidence-based screening tools taifgendividuals with
mental illness, mental retardation, or developmiatitabilities, and those at
risk of suicide, and ensure that jail staff hasang training to work with
these individuals.

= Jails and LMEs need quick and frequent communinatrecluding
information to the jail about the inmates’ priomomunity-based treatment and
medications, as well as any other relevant inforonathat would help jail staff
with the individual while incarcerated and informoatabout date of inmate
release to the LME.

» Inmates should be released with a timely appointm&de with a community
provider.

Some things have changed for the better since¢patt, as some of the
recommendations have been implemented. One chsitiget the LMES now must check
the daily booking logs at local jails to help idgnknown mental health consumers who
may need treatment while in jail. However, LMEsitiloeport information about inmates
to the State. Therefore, the Division does noeleygregate data on individuals
discharged from jails or their discharge destimati®ne reason is that many people
rotate in and out of jail very rapidly, while thegon population tends to be more stable
with much less turnover.

Use of Prisons

In the year ending June 30, 2010, 27,371 indivithualates were released from North
Carolina prisons and approximately one-quarters(pgrcent) of these had at least one
diagnosis for a mental health disorder. Nearly-thiads (65.8 percent) of inmates with a
mental health diagnosis (6,977 inmates) also hatiba period of incarceration.
Substance abuse disorders were the most frequélt gércent) followed by personality
disorders (20 percent) and mood disorders (14 Gepér. Relatively few (12.6 percent)
of the diagnoses were for disorders consideredisemental illnesses (SM.

In the year ending August 31, 2010, 28,736 inma® discharged from prison. Upon
entering prison and thereafter, inmates are triagedone of five mental health grades
reflecting an inmate’s need for mental health tresdt. It is important to note that the
North Carolina Department of Corrections (DOC) doescount substance abuse
disorders for purposes of prison mental healthssiizg, so substance abuse is not
included in these statistics.

Of the inmates discharged DOC estimates:

13 NC DOC, Office of Research & Planning, Statistieguest DP11-10.01.
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» 2,827 were classified as needing both psychologicdlpsychiatric services but were
not considered currently unstable.

e 227 require residential housing due to chronic mlghhess that precludes placement
in a general population setting.

» 108 require inpatient mental health treatment.

Note that mental health social workers are mandayqublicy to have discharge
planning for mental health inmates in place no teas 30 days prior to any release
whether to the community or possibly to a stateptiak

In a recent investigative stutfyof the psychiatric and criminal histories of canstéve
admissions (n=342) over a five month period toextpal evaluation program established
for persons accused of a crime and thought to hawental illness, the data revealed that
286 (83.6%) had experienced prior contact with @nleoth systems; 92 (26.9%) had
been in prison, 48 (14.0%) had been in a statehpestly hospital, while 146 (42.7%)

had been in both systems.

The authors of the study referenced above notenathid¢ the number of state hospital
psychiatric beds in the United States has decloved the past few decades, the number
of persons with a mental illness being treatedrisom has increased. Of concern is that
difficulty of transitions from the prison or stdtespitals back into the community results
in a high number of persons who cycle between ation’s prisons and state psychiatric
facilities.

The Homeless in North Carolina

As reported by the North Carolina Coalition to Eaimelessness, communities across
the State participate in the Point-in-Time Counivbb is homeless on a given night as a
snapshot of homelessness (not an unduplicated cbentryone homeless over the
course of a year). On January 27, 2010, the Noatiolina Point-in-Time Count
determined the number of homeless individuals tinout the Stat& Below are

partial results from that count related to indiatkias possible participants in supportive
housing.

14 Jones, N., Carbone, J.S. et al., "PsychiatricGimiinal Histories of Persons Referred for Pretrial
Evaluations: Description and Policy ImplicationB&nding publication in the Journal of Forensic
Psychiatry and Psychology.

5 Any community using HUD Continuum of Care fundimgst do a Point-In-Time count the last week of
January.
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Table 4. North Carolina Point-In-Time Count on January 27, 2010

TOTAL
Emergency | Transitional | Unsheltered | Homeless
Shelter Shelter Individuals
# Households with dependent children 501 618 185
Total individuals 1,457 1,859 549 3,865
# Households without dependent children 3,510 2,250 2,449
Total individuals 3,528 2,295 2,469 8,292
Total homeless (adults only) 4,079 2,989 2,660 9,728
SUBPOPULATIONS ( # of total homeless
adults only)
Chronic homeless (have a disability & have | 1077 436 402 1,479
been homeless 1 yr or 4 episodes in 3 years
Seriously mentally ill 580 484 300 1,364
Diagnosable substance use disorder 950 1,523 459 2,932
Discharged within 30 days prior to
becoming homeless:
From jail or prison 210 208 165 583
From psychiatric hospital or substance 167 365 64 596
abuse treatment

Summary

Overall, the Task Force found that significant leasr exist in data systems across State
government and across communities due to the laitkeyconnectivity among systems.
While information may be available within a specslystem, it is not possible to track
individuals across State hospitals, community hafgiprison systems, and homeless
programs. In addition, access to data in privatphals is very limited and information
about housing or living situations is usually netarded. Data systems remain in “silos”
and often definitions of the populations servethimvarious systems differ widely.
Consequently, the Task Force could not readily fivkincarceration history, use of State
psychiatric hospitals or use of community hospitatsany one individual without
conducting an in-depth study.

Regardless of the data challenges, there appéar ¢onsistent indicators and patterns
that allow us to better understand the individdiadéd frequently are in jail/prison and use
State psychiatric facilities and crisis services.

* While over 82 percent of discharges are referred@opatient treatment, seven
percent are readmitted within three months andet8gmt were readmitted within
six months.

« Individuals who are homeless have higher ratesisiscservices, arrests, and
hospital stays than those who are not homeless.
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* In the most recent Point in Time count nearly 12
percent (1,179) of all homeless adults had bee
discharged from prison/jail, a psychiatric
hospital or substance abuse facility within 3Q
days prior to becoming homeless.

The Community

Convicted
of Crime

Serious

* Income is a significant contributing crisis Event
factor to the housing instability that
defines this population. Persons wit
mental illness have a particularly
difficult time navigating the
disability application process,
resulting in a lower approval rate for
homeless persons with mental illness
than homeless persons with other disabilities.
Successful applicants receive a monthly
income of only $674 (2011 payment
standard). Given HUD’s definition of
affordability, these persons can only
afford to pay $202 for rent and utilities.

Many are homeless

Psychiatric
Hospital

Goal: Interrupt these cycles
with Supportive Housing,
services, skill building and

supports

e There is a group of individuals who enter psycigdipospitals from homelessness
and prison/jails and who are discharged to the daoaions. While the data does
not allow us to determine whether these are theesadividuals, the numbers are
comparable and these are individuals who can beigated as program
participants for services and housing support.

* Individuals who are frequent users of State psyohibospitals, crisis services and
jails/prisons often cycle in and out of all of teeservices and their homelessness
creates barriers for them to take advantages ofraamty treatments services and
supports. A focus on developing supportive housimgortunities for this
population is critical to changing these cycles.

Estimating the Number of Anticipated Program Participants

Using the results of the Point-in-Time Count showitable 4 the Task Force identified
the Chronic Homeless Subpopulation as the primaayhasis group for this study. By
the federal Department of Housing and Urban Devakaqt’'s (HUD) definition, the
Chronic Homeless are those who have been homelessé year or more, or have been
homeless four or more times in the last three years

The Task Force decided to expand that emphasipdrpuecognizing that some of the
1,364 individuals identified as seriously mentalllyand some of the 2,932 individuals
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with diagnosable substance use disorder wouldyligelidentified as chronic homeless as
their homelessness tenure extends without acceggptopriate housing options.

This would likely include the 816 individuals (seage 12) discharged from the State
psychiatric hospitals to homeless shelters, hatetorrectional facilities and the 286
individuals identified in the prison study (see @d@) as having prior contact with the
State hospitals and/or prison.

There is a rural counterpart to the urban chrolyidadmeless population that is not
captured in the Point-In-Time Count because thegatdive in shelters, but instead
experience excessive instability and frequent maves‘guest-host” relationship with
family and friends. For persons with mental illnessubstance abuse disorders, this lack
of stability leaves them with the same vulnerapiltt increased access of crisis services
that is seen in the traditionally urban chronicéibmeless population.

In conclusion, the Task Force elected to focushmutl,700 chronic homeless
individuals with mental illness, developmental thisisy and/or substance abuse disorders
as a conservative, yet supported place to staddfning the target group needing
permanent supportive housing for purposes of toidys
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Chapter 3. Successful Supportive Housing Programs i n
North Carolina

North Carolina has experienced success in the imvbf supportive housing. The Task
Force recognized these successes and invited peesémom a variety of supportive
housing models, both transitional housing and paenthousing.

The Task Force also heard presentations on fursliegms that have successfully
supported the development and financing of supgoiousing models. This chapter
provides a brief description of successful modsksdun North Carolina and common
elements of successful programs. The next chéptases on financing and
development models.

Models of Supportive Housing

Housing First — Permanent Supportive Housing for Ho meless
Persons

Lennox Chase, an example of Housing First that egém 2003, is a stand alone,
supportive housing complex located in Wake Couatyridividuals with low incomes,
many of whom were formerly homele$sThis is a successful example of the provision
of long term quality of life while producing cosi\8ngs.

The development provides 36 efficiency apartmesdslf with a kitchen, bath, bedroom
and living area) designed for single room occupar&ly residents pay rent based on the
individual's income. Case management and crisisagament services are provided by
an on-site social worker. When needed, residestsirdded with additional community
supports. Lennox Chase is an example of the udedflousing Credit and
Targeting/Key Programs financing options descriineithe next chapter.

A cost analysi¥ indicates that overall costs have fallen from $342Z in the two years
before entry to $265,785 for 21 residents who viretbe complex for two years or
longer, a decline of 29.53% including the costhaf $ocial worker. Further, the costs for
inpatient substance abuse treatment for theseithdils fell from $127,721 to zero after
moving into Lennox Chase. Outpatient mental hesditvices fell from $85,381 to about
$4,000. Costs for incarceration fell from $3,48&ero. The cost of medical treatment
has risen from around $110,550 to $201,604 inclydare for two residents that suffer
from chronic medical conditions (heart problemsplgsema, diabetes, asthma, high
blood pressure and chronic obstructive pulmonasgrdier). This is consistent with
national studies that have documented that itmsmon for medical costs to increase for

' Lennox Chase was developed by Downtown Housingdmgment Corporation (DHIC) founded in
1974 to provide affordable housing services fordersts of the Triangle area.

"Walsh, A. et al.The Cost Effectiveness of Supportive Housing: AiGeCost Analysis of Lennox Chase
ResidentsUNC-CH School of Social Work, Jordan Institute Families, December 2007.
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two to five years once homeless persons livingemyanent housing, as they begin to
stabilize chronic and acute conditions that wer@cerbated during the individual’s
homeless experience.

Transitional Supportive Services Model

Bridges of Hope demonstrates a transitional supjgoservices model. This scattered
site pilot program in the East Carolina Behavidtahlth (ECBH) LME identified high
utilizers of crisis services and provides wrapacbaapport and transitional housing with
24-hour access to the on-site Help Center. Theihgus a cluster of apartments
integrated within a larger apartment complex, waitHelp Center near by, located in a
safe neighborhood with easy access to local ress(luis line, stores, pharmacy etc). A
program strength is good communication betweesyallems — landlords, community
providers, hospital, judicial and other institugsonThe ultimate goal of Bridges of Hope
is to give individuals the knowledge and skillsytmzed to live independently wherever
they chose. The initial design was for personsotne and stabilize and then move to
homes of their choosing, though there is no progegmirement for them to relocate
once services are no longer needed.

The ECBH LME provided initial funding and identifiel5 of the most chronic users of
crisis services who had limited success in remgifri@e from institutions for long
periods of time. These individuals had experidnme average at least:

0 10 hospitalizations within a lifetime.

o0 Long term hospitalization (length of one to fouay®.

o Multiple, back-to-back hospitalizations within tixear prior to pilot.

o0 Incarceration often seen between hospitalizations.

Typical length of time that an individual partictpa in the program is one to two years,
depending on individual severity and need. The tpariod allows for:
» Resolving barriers between systems that previaesylted in hospitalization
and/or incarceration.
* Improvement in the individual’'s rental history am@diness to live
independently in permanent housing.
* Introduction of the individual to services and sogp in the community.
* Avoidance of hospitalization, incarceration and leteasness.

The 24/7 Help Center is an integral part of thagitgonal housing program, accessible to
individuals at any time. The staff receives ongdmaining for crisis and advance crisis
interventions and mental health. A “Good Paysstean ensures landlords are paid
monthly and reduces eviction due to non-paymeng. réhtal rate is affordable with a
month-to-month rental option.

As shown in chart 2, costs for the State for tHesendividuals prior to entrance into
Bridges of Hope pilot exceeded $1 million totl.

18 Source: Public Records/ Judicial Records; Hosfitalords; Consults with law enforcement;
Inter-rater reliability test. Bridges of Hope, Z0gresentation.
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Chart 2. Annual costs associated with 15 participass in the Bridges of Hope pilot
program prior to admission: 1987 - 2007
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For a State investment of $250,000 (a quarter aftwias spent in crisis care), these

results were achieved:

« 100% avoided re hospitalization for periods grettan 30 days.

« 100% avoided eviction.

« 100% avoided incarceration for periods greater Sadays.

« 100% avoided homelessness.

« 80% successfully transitioned to independent liang successfully linked with
transportation, recovery classes, job skills tregnbudgeting assistance, and
medication management.

Cost is estimated at about $250,000 for each caoharea to support about 20
individuals. These costs are for services not @¥véy Medicaid, including the salaries
of off-duty crisis intervention team (CIT) officem work at Help Center during crucial
hours, and for mental health staff associated aithitical access behavioral health
agency (CABHA) providing 24 hours coverage, tragniar staff, transition planning in
institutions, and resources for emergency basidsiee

Peer Support Housing

North Carolina’s Oxford Houses are an example ef gepport housing. For individuals
in recovery from substance abuse who are comntittedbstinence, studies have shown
that alcohol- and drug-free housing can suppoit gwbriety following treatment.

Oxford House™ is a recognized national best prashodel for effectively promoting
long-term abstinence by providing peer-operatedvexy homes and a level of care not
found in other settings.

Oxford Houses lease existing housing stock whesigleats collectively pay the rent and
expenses. Residency is not time limited. Each greapvery home operates under a
charter from Oxford House, Inc., the 501(c) (3) prarfit umbrella organization that
oversees home development and continuing operatixfsrd House staff provides 24-
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hour on-call services, support services such asdowated outreach to associated
treatment providers, drug courts, 12-step groupisadiner community supports that the
residents need.

Since 1990, the DMHDDSAS has
supported the development of Oxford
Houses through a revolving loan progra
that currently utilizes $350,000 of %
recurring State appropriations and feder&
Substance Abuse Prevention and L
Treatment Block Grant funds. These fundess
provide staff that supports the
establishment of six new, self-run
recovery houses throughout the State of .
North Carolina. As of January 1, 2011,
Oxford House of North Carolina had a total of 14¢fddd Houses in 29 cities with 767
beds for men, 259 beds for women, and 17 bedsdanem with children. Oxford House
of North Carolina also has a successful Criminatida Initiative for persons recovering
from substance abuse who are leaving incarcerakiominitial goal of this 2005

initiative was to serve 20 re-entering individuaisually, which was exceeded by 250%
resulting in over 266 men and women accessing chkada, and affordable drug-free
housing to date.

From January 2009 through December 2009, OxfordsEloeceived an average of 203
applications for residence per month but only heyobcity for an average of 147
admissions per month resulting in an average uder®and of 56 units or beds per
month or 672 per year. Oxford Houses offer a clisegve means of providing a
disciplined, supportive, open-ended, alcohol- andydree living environment for
individuals in recovery. To meet given demand, noxéord Houses are needed
throughout the State, particularly in some easd@chcoastal counties not currently
served. In addition, there is a need to extendees\for high-risk populations,
particularly women with children and persons legvimison.

Support Services Coordination

An example of this model is the Durham LME’s SysteinCare for Adults (ASOC)
based on an organizational framework for plannimg) @elivering effective practices,
services and supports that embrace individualizeldiirally competent and recovery
oriented care. This is a way of doing businesgthas collaboration and partnership.
The system is “non-categorical” focusing on a papah shared across multiple
community systems. The vision statement is:

“With our community partners Durham Adult Systei@are will develop a more
integrated, streamlined service delivery systenetas best practices, outcomes
and accountability while providing leadership fgisgem level change and
continuous quality improvemeht
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All participating organizations, departments anstems collaborate and are committed
to the values and principles of system of care ¥atlus on shared responsibility and
shared actions which evolve over time. The adwtesn of care is driven by:

* Seamless access to services.

« Continuous quality improvement.

* Outcome based measurements and the incorporati@sedrch.

* Knowledge.

* Treatment promoting a recovery oriented commuratyafl citizens.

At the macro level, system improvements include éless services, criminal justice
services and crisis services. At the micro leglegnge has occurred through Care
Review with a focus on individuals who are homelmsat-risk of homelessness with
complex needs and are high users of public servi€ase Review is a multi-
disciplinary, collaborative process between pratesss, the individual and members of
their support team to increase access to neededeeand supports. Care Review is
based on self determination and recovery to impouadity of life.

Beginning with six available slots
each month, and now offering 18 slok
each month (not including Chart 3.
emergencies/special initiatives), the |  Rreferral

ASOC hosted over 115 Care Review: goyrce G
the first year and established a priorit (n=83) 1%
population of people who were
homeless/at-risk of homelessness an

Community
partner
3%

hlgh users of public services. il [, =
Individuals are referred to the prograf Services church Jpiond tamily agency
from a variety of sources. ™ 2% 7% 4%

Through community planning meetings and seven Raréew Teams, over 41 people
participate from 24 different community agencied ahurches. The goals of Care
Review are:
* Improve timely access to needed services and stgpor
* Improve retention in services and supports.
* Provide an opportunity for comprehensive and holigianning that
eliminates system barriers.
* Gain a better systemic understanding of what woegketiwhy as well as
what didn’t work and why.

Each Care Review Team creates an individualizeal folapeople who are homeless or at
risk of homelessness that addresses unmet needgpanates strengths and interests, and
specifies action steps to achieve individual goatbe life domains such as safety,

¥ The seven Care Review Teams include two core teamrsminal justice team, a homeless shelter team,
a transition age team, a Hispanic team, and a S03feam.
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housing and basic needs, education, employmeandial, citizenship, physical health,
mental and behavioral health.

Action Plans are created during Care Review thrauglocess based on self-
determination. The plans are composed of goalsathatdividual sets for himself/herself
and are carried out by many members of the CaréeReleam and individuals’ support
team. The Action Plans are the foundation of tle-up at one, three, six and nine
months.

Individuals served: o )

e 92% of individuals |dent|fy Chart 4. Individuals’ Prlmary
stable housing as a primary nee o« Needs (n=59)

» 37% are considered homeless

* 47% do not have health benefits

75%
63%
* 60% have no income 47% 44%
» 71% have current or previous
involvement with the criminal
justice system

* 39% have an identified mental , , . o .
Housing and Basic Mental, Behavioral, Financial Employment Physical Health
health or substance abuse need Needs  Emotional health
but are not connected to service

Successes of the Durham Adult System of Care:

* 100% of homeless individuals coming through Careié¥e were housed within
three months and have remained successfully housed.

» Emphasis on natural supports.

* People are accessing mental health and substanse sérvices in a timely
manner.

» Diverting more people from the State hospital.

* Reducing the likelihood of re-arrest for peoplehagtiminal histories.

* The whole community takes ownership of Care Review.

Chart 5. Housing Type (n=39)
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25%
20%
15%
10%

5%

0%
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Permanent Supportive Housing and Property Managemen  t

Community Alternative for Supportive Abodes, Inc., better known as CASA, wasdreat
by Wake Area Mental Health Program in 1992 to develop, manage, and own rental
properties in Wake, Durham, and Orange County. CASA is a nonprofit real estate
developer and property management agency, specializing in the housing needs of low
income citizens, including individuals with disabilities. Their mission is:

To create affordable housing and opportunitiessoccessful living.

CASA owns 253 units in 69 properti
including both supportive housing for §
individuals of low wealth who live
with a disability and mixed income
housing for individuals earning less
than the area median income (AMI),
typically 40% to 60% of AMI. In
Wake County, this means individuals
earning $16,151 to $32,280. :
Supportive housing units include
individuals with disabilities, histories
of homelessness, and mental illness
Mixed income housing units include
individuals employed in the workforce

as teachers, EMTSs, firefighters, and service industry workers.

CASA business model is based on purchase, rehabilitation, and construction funding
obtained through HUD, NCHFA, county, city, and/or town funds. It is necedsatry t
portion of funding come from up front grants to minimize mortgage related development
costs. Funding for supportive services comes from local governments aswell

Medicaid. Income from the properties supports CASA operating expenses. 'SCASA
operating expenses include some support services, which include a half timatpsychi
and other professionals. CASA properties are compliant with the Americdns wit
Disabilities Act (ADA) and use green energy building materials.

Supportive housintgnants are referred from service providers who continue to provide
support to the tenant. CASA accepts rental subsidies when available and works wit
service providers and tenants to keep residents housed and often successtilly hous
households who have been rejected from other landlords. CASA residents must comply
with a standard lease and receive assistance on employment and basiddikigj.bui

Based on a survey of participants that indicated they wanted to work, CASyekcei
funds to train persons to provide landscaping services. Five to 10 are hired by
Community Property Alternatives, is a in-house landscaping business thaygmplo
CASA tenants with disabilities in part-time work to serve CASA propertidsaa well as
outside contracts.
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Housing Search

To reduce the need to develop new units it is important tesaedeunits available to the
anticipated program participants. NCHousingSearch igenstke, bi-lingual housing
search tool that tracks available affordable housing.uHits site is free to landlords and
consumers. Landlords list available properties and caddtsiled information about
each available unit. Consumers are able to go online, larc800-bi-lingual call center,
to seek information about affordable units that are imnielgiavailable for lease. The
site is capable of listing all types of housing units, idiclg licensed facilities and
unlicensed supportive housing units. Furthermore, a padgwotected portal can allow
case workers to access specific information, not availablgeneral public, about units
that are available to households with special needs. A sisitign at the State level
would be needed to coordinate case worker access to tleetpbportal.

SSI/SSDI Outreach, Access and Recovery (SOAR)

The Social Security Administration identifies that onl$d bf all homeless people who
apply for disability benefits are approved at their firgjuest. Furthermore, homeless
persons with mental illness or substance abuse disordersatsmnaller rate of approval.

SOAR, is a specific strategy used to assist first time appsica the process of obtaining
disability income. In North Carolina, there are 11.5 finfle equivalent staff who work
exclusively with SOAR. In addition, some communities hawe-dedicated staff that
occasionally assist applicants using the SOAR methodolMgygt SOAR staff are hired
by nonprofits. Since tracking of SOAR outcomes began, SOéiRews have a 77%
success rate for 244 first-time homeless disabilityiepplts. Each person approved for
SSlis automatically eligible for Medicaid. In addition,c&rJune 2, 2010, these
successful applicants have brought $1,141,813 in cash tsenédithe State. These cash
benefits can be used, in part, to pay housing costs, redueimgaihithly rental assistance
required to assist those households.

Common Elements of Successful NC Housing Models

The five housing models and two programs for improved adodsousing described in
this chapter have all been successfully demonstrated th Barolina. The success of
each of these programs is based on some common elements.

v LMEscan identify high cost / high risk individuals servedhe MH/DD/SA
services system.

v" Tenants have all the rights and responsibilities of a lease

v" Medicaid is utilized for enhanced community servicesluiding community
support team (CST), assertive community treatment tearm TAG@nd targeted
case management (TCM-MH/SA) as preventative measures.

v' Work creates a meaningful day, enhances self-worth artdlmates to financial
independence.
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v" When individuals in transitional housing settings reeaupport to choose to
remain in the transitional housing until ready to move tonpeent housing
setting, they experience less disruption and loss of gaide mastabilization and
recovery.

Each program allows the individual to return to the progfdmspitalized.

Each program has built successful relationships with ¢aidsdlin the community
and staff acts as a liaison between a tenant and theddwadhen necessary.

v’ Staff helps to significantly reduce crisis situatidmmsn escalating to the point of
hospitalization, arrest and/or eviction. Best practice fag quality and easy
availability of services is a key in stability.

v Training is offered to providers on developing a permaneasing plan, access
housing, and relating to landlords and supportive services

v" When an individual is discharged from an institution, rpldtcounty agencies
are involved to increase success of the transition to thencoity. A System of
Care approach that fosters community collaborationsergsl in these programs
and recognizing groups that are already in operation.

v Support is critical in “bridging” the transition of an inalual from an institution
to the community. A relationship with treating professisraid/or peer support
prior to discharge that follows to the community createsess.

v Housing immediately after discharge from an instituticayrbe transitional or
permanent, and intensive wraparound services must be doengree and
ongoing.

v" Individuals from prison have particular barriers to owere with landlords and to
support independence after experiencing 24/7 care impriso

v" When access to existing units is readily available, thd feeedevelopment of
new housing and services is reduced.

AN

Summary

Given North Carolina’s success in the establishment ofastipe housing over the last
18 years, the Task Force recognized the importance ofribch the models that have
worked to provide long term quality of life and cost saviogsr time. The Task Force
found the following components to be essential.

* Anindividualized transition plan is designed basean the needs of the
individual, including utilization of resources in the community to
support transfer to permanent housing.The transition plan also includes
what works to keep the individual out of the hospital drajad therefore in
continued housing as well as what has not worked in thelgstesulted in
eviction (often due to hospitalization, arrest and.jdiljis population may
experience greater medical treatment and increasedfopstedical care.
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* The connection to community services must begin por to discharge
from psychiatric hospitalization or jail/prison. Service providers,
including peer support specialists, should engage thesgdnals, develop
relationships, and assist with detailed transition plapnircluding housing
options and the initiation of SSI application if needed. d$tablishment of
these relationships and the thoroughness of planning eydiliridge the
individual into the community.

» Upon discharge from psychiatric hospitalization orfrom jail/prison a
transition period of 3-6 months is necessary wheratensive wraparound
services must be provided. Housing may be transitional or permanent but
during this transition time having staff on site and adéd 24/7 is critical.
The focus is on securing financial supports such as SSgthed
entitlements, ensuring availability of medications, adding medical needs,
securing needed articles for a home, and assisting indigitioi learn
tenancy expectations and to support in working througlowatiransition
issues.

» A System of Care approach for this target populatia is most effective in
assuring care coordination across multiple agencie¥he LME Care
Coordination function could serve as leaders in convenystes of Care
efforts within their catchment areas.

* Funding streams must be flexible to accommodate thdevelopment of
the variety of housing models required to accommoda the various
needs of the emphasized populatiofhese are discussed in Chapter 4.
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Chapter 4. Funding for Supportive Housing

Funding supportive housing requires coordination of aptexngroup of systems and
funding sources and partnering with multiple federal $tade agencies with various
laws, rules, and regulations. Further, coordination of thiatdpr development,
operating subsidies, and needed services and suppdrtdlenging, especially since
services and supports are largely disability specific andHousing laws require
housing, in most cases, to be disability neutral. Describedviagke the major supportive
housing funding programs.

NC Housing Finance Agency Administered Housing Programs

Capital Programs

» Housing Credit (LIHTC)encourages the production of rental housing for low-ireeom
households by allowing a 10-year federal tax credit. Alpprobes serve households
below 60% of area median income and since 2004 require 1@%ouwiits must
target to persons with disabilities at 30% of area med@ome (AMI) or below.

» Rental Production Program (RPBpvides loans of up to $1 million per development
for the construction of rental housing for households bé&lo% of area median.
This program is used in conjunction with some of the HouSireglit Projects,
furthering efforts to reduce mortgages needed to covetapguent costs and in turn,
reducing rent amounts needed for operation.

» Supportive Housing Development Program (SHP)yides interest-free loans of up
to $600,000 per development for the production of emergemsitional and
permanent housing for homeless families and individuatsparsons with special
housing needs. This program serves households below 50%aahadian income,
and gives priority to households below 30% of area med@omie

Operating Subsidy Programs

» Targeting Programns a requirement of the Housing Credit Program that 10&hit$
must be ‘targeted’ to persons with disabilities at 30% of AMbwer. The
affordability mechanism, which covers the difference betwienant rent and actual
unit operating expenses, is determined by the developesmmtand can range from
Project Based Rental Assistance, Tenant Based Resgaitance, rent skewing, local
programs, Key, etc.

» The Key Progranprovides operating assistance for persons with disabilithaking
the rents affordable to individuals on SSI incomes. Thisrprogs funded in
partnership with the North Carolina Department of Healthldnman Services and is
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available to existing affordable housing developmentsateparticipating in
NCHFA programs such as the Supportive Housing Developmegtd™m and the
Housing Credit Program.

Note: In July 2006, the NC General Assembly creétedt00 Initiative by
appropriating capital funds to NCHFA through theuldimg Trust Fund and operating
subsidy funds to DHHS to create 400 units of supymhousing. These funds were
used through the programs described above anddtinee programs — PLP 400,
SHDP 400, and Key Reachback.

PLP 400 was a variation of the Preservation Loagiam that provided capital fund
for older properties for modest rehabilitation. régeive PLP 400 funding owners
had to agree to create a minimum of five Targetasivith a maximum of 20
percent of units creating access to Key operatasgstance.

SHDP 400 was a variation on SHDP. This versiowipiex interest free constructior
lending, permanent financing up to 100 percenhefdevelopment costs or
$1,200,000, which ever was less, and paired it ofitbrating assistance for up to
100% of the units.

Key Reachback made Key available to existing NCHFA prasetihat could opt
into the Targeting Program and thereby access Key opgisistance up to 20
percent of the units.

The General Assembly continued Capital funding for twaitaxhal years and as
of December 31, 2010, the 400 Initiative has succesdtuilyed over 1,396 units
in over 192 properties, in 133 cities, in 71 counties of Nodtoltha in
conjunction with the ongoing efforts of the programs listbdve.

Programs administered by the NCHFA are funded by baoliér& and State funding
streams. The main federal funding is Low Income HousingQraxlits and HOME
funds. The main State funding is NC Housing Trust Fund. Mamirig streams and
NCHFA programs emphasize matching funds either from tiie $r from localities.
For example, the federal HOME funding requires a 25% matah fén every million of
HOME funds must be matched at the State level by $250,000.

Section 8 Housing Voucher Program

There are 131 public housing authorities (PHAS) in Nodloliha, including 75 PHAsS
that administer a total of 56,184 Housing Choice Vouc{&estion 8).

The 75 PHAs that administer Housing Choice Vouchers havdatany as well as
discretionary policies that determine how the Vouchernamgactually works.
Mandatory policies are the same across all PHAs and inblagle eligibility, rent
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calculations, program participation requirements, and&d&r housing laws and
policies. Discretionary policies include granting certgiplicants preference on waiting
lists. PHAs are permitted — but not required — to adopepretes that favor people with
disabilities, including a preference for people receiviBy FYHAs must have these
preferences approved by HUD through the submission ofRtié&A Plan.

While PHA Vouchers are primarily designed as tenant-basssdtance to enable
Voucher households to chose where they want to live, PHAseangtted to use up to 20
percent of their Voucher funding as project-based assist Under this model, the
Voucher is actually pledged to a property, and househotdeterred to that property
from the PHA waiting list.

From time to time over the past ten years, Congress has apprdspecial disability
vouchers that can only be used by people with disabilite®otth Carolina, 27 PHAs
received a total of 2,095 disability vouchers through sgwiiferent voucher programs.
The tables below provide specifics on where and when tlwegdhers were received.

Table 5. Section 8 Mainstream Housing Opportunitie for Persons with Disabilities
(Section 811-funded vouchers with five-year renewdd Annual Contribution
Contracts)

Housing Agency Vouchers | Year Awarded
Eastern Carolina Human Service Agency 75 2001
Housing Authority of Greensboro 50 1997

Table 6. Section 8 Vouchers for People with Disaliles
(Vouchers with one-year renewable Annual Contributbns Contracts)

Housing Agency Vouchers| Year Awarded

Carteret (Coastal) Community Action 50 1998

Franklin Vance Warren Opportunity Inc. 150 1998

Housing Authority of Asheville 75 2000

Housing Authority of Charlotte 275 1999

Housing Authority of Durham 200 2001

Housing Authority of Greensboro 400 1997, 2000, 2001, 2002
Housing Authority of High Point 50 1997

Housing Authority of Lexington 50 2000

Housing Authority of Wake County 100 1998

Housing Authority of Winston-Salem 451 1997, 1998, 1999122002
Northwestern Regional Housing Authority 64 1998

Town of East Spencer Housing Authority 50 1998

Troy Housing Authority 25 2001

Western Carolina Community Action 30 1998

In HUD's federal FY 2008 budget, Congress appropriatecdhdiBion in new funding to
support the creation of up to 4,000 new vouchers that areseralliset-aside for people
with disabilities. These vouchers are being made availali*¢iAs through two Notices
of Funding Availability published in late November 2008. S&aew funds from
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Congress re-institute a federal policy that existed fr68712002, when Congress
provided over 60,000 new vouchers targeted exclusivelgrieetderly people with
disabilities.

Despite these new Housing Voucher investments, the sthBeéation 8 program is
severely underfunded. Most North Carolina administrdtax® closed waiting lists
since households on current lists are commonly expectesktall available vouchers for
the next two to five years.

Shelter Plus Care

The purpose of HUD’s Shelter Plus Care (S+C) Program isotode rental assistance in
connection with supportive servicEs The Program provides a variety of permanent
housing choices, accompanied by a range of supportive egifuicded through other
sources. S+C assists hard to serve homeless individualdigathilities and their
families. These individuals primarily include those withi@ags mental iliness, chronic
problems with alcohol and/or drugs, and HIV/AIDS or relatesstases.

Eligible States, local governments units or public houagncies can apply for any of
four components:

* Tenant based rental assistance, the most common form ot&aGe
requested on behalf of participants who choose their owsirfigpunits;
arrangements made to deliver supportive services.

» Single room occupancy component requiring moderatéilghtion for
single-room occupancy dwellings; rental assistance idged for a
period of 10 years; owners are compensated through essigtance
payments, some rehabilitation costs and costs of maimgginhe property;
initial rehabilitation costs must come from other sources.

* Sponsor-based rental assistance available throughaenonprofit
organization or community mental health agency estaai$br that
purpose; may request a five year grant for housing unitedwr leased
by the sponsor.

* Project-based rental assistance through a subconttthch wuilding
owner; may request grant funds to provide rental assistian five years
for ready-to-rent units or 10 years for units that needbiétadion.

Grants under S+C are awarded through a national coimpéiild annually as published
in the Federal Register and applications are submhtedgh one of North Carolina’s 13
Homeless Continuum of Care Systems.

In 2006, DHHS began facilitating a Balance of State Cantimof Care (BoS) that
involved linking over 80 rural counties into one regionahhhuum and providing

2 For additional information seevww.hudhre.info/index.cfm?do=viewShelterPlusCare
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extensive technical assistance and application assestBnior to the creation of the BoS,
most of the other 12 continua were primarily using S+C fundsriew existing S+C
programs, rather than to create new PSH housing oppagtinwith the creation of the
BoS Continuum many rural communities have been able toeupplt their permanent
housing resources, mostly through the Shelter Plus Cagegono The ability of all the
Continua to create new permanent housing projects is depieo the federal allocation
of funds to the HUD funded programs. To date more than 10@0afrtshelter Plus
Care have been funded in North Carolina.

Money follows the Person

North Carolina’s Money Follows the Person (MFP) demotistrgroject, administered
by DHHS, is used to help qualified individuals move fromaldied inpatient facilities to
homes of their own (qualified residences in the communityje federal Centers for
Medicare and Medicaid Services (CMS) awarded MFP fundidpirth Carolina in 2007
to support the transition of individuals to their own honresta change systems through
increased home and community based services, elimmatibarriers, continued
provision of services and quality improveméht.

A qualified individual is someone who currently resides laagl resided for at least three
months in an inpatient facility (nursing facility, develogmal center, ICF/MR, hospital);
receives Medicaid benefits for inpatient services fineiksby the inpatient facility; and
continues to require the level of care provided by the impfacility. Qualified

facilities include nursing facilities, State operated/®epmental Centers, Intermediate
Care Facilities for Persons with Mental Retardation (@R and acute care facilities.

Qualified residential destinations in the community uadel:
* A home owned or leased by the individual or the individuarsily member.
* An apartment with an individual lease, with lockable accedsgress, and
that includes living, sleeping, bathing, and cooking areaswhich the
individual or the individual’s family has domain and cohtro
» Aresidence in a community-based setting in which no moreftha
unrelated individuals reside.

Summary

The Task Force found the following as requirements fadighof supportive housing
programs.

e Supportive Housing must have capital, operating assistandeaccess to services to
be successful.

2L MFP activities are funded by federal dollars thawe been allocated through the Deficit Reductioh A
and through the Patient Protection and Affordable @ct (PPACA) and are managed by CMS.
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« Funding streams for each of these comes from multipleithdil’sources and some
from bundled sources.

« Funding streams are received from multiple federal ané Sg&ncies.

« Coordinating the different funding sources and the dewvedop of supportive
housing is complex.

« Leveraging federal dollars is critical to obtain maximwmding available and
reducing the State’s share of responsibility.

« Receiving funding from multiple sources is often neagska any one project.

» Flexible funding to provide supports and services thahatébillable” is very
important to allow for training, tenancy supports, and otberdinating actions.

« Supportive services are almost always disability spearftt housing development
and operating assistance is almost always disabilityradeu

« Section 8 waiting lists are long, most are closed, and mangtdwame a preference
for disabilities. Because of the complexity of funding, secutechnical assistance
to create sound funding and development options isalritic

Conclusions

Consistent and level funding for the NC Housing Trst Fund is critical to provide the
most flexible financing for affordable supportive hogsatross North Carolina. It
leverages federal affordable housing funding stream@anddes opportunities in
communities that would otherwise go unmet.

Consistent appropriations of DHHS Operating Subsidynust be made available to fill
the gap between what an individual at 30% of AMI or SSI irecan afford to pay for
housing and what is needed to properly maintain the housimg.ude of this in the Key
Program makes supportive housing available while SOARitaes$ take place and while
waiting for Section 8 to become available (“bridging thp batween when federal
source become available and when housing is needed). Thrs iorings in additional
federal dollars allowing release of those state dollarglfpthe next person. The
appropriation must include administrative costs to cdweoperation and oversight of
the program and consider that with each new unit the ambueturring appropriations
grows.

The Housing and Homeless Office within the Departmé of Health and Human
Servicesis vital and necessary to coordinate housing efforts abrd$$S and to provide
one point of contact for NCHFA and other housing develop€&hss allows one office to
coordinate all the disability specific needs with disépitieutral housing providers,
complying with the Fair Housing Act and the Olmstead decishdditionally, this office
promotes best practice policy across housing referralersgs housing development, and
housing assistance.

Continue and increase funding for the NC Interageng Council for Coordinating
Homeless Programs (NC ICCHP) This will continue the Balance of the State
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Continuum of State application and allow for the poputatibemphasis identified in this
report to remain a top priority.

Securing technical assistanct create sound funding and development options is
critical due to the complexity of funding streams and h@udevelopment.
Additionally, the ICCHP and the Housing Coordination anlicl&ouncil should share
each other’s knowledge to allow further understanding pstive housing initiatives
across the State.
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Chapter 5. What Have Previous Studies Found?

The Task Force reviewed studies done in North Carolinalaad/ieere that focused on
providing effective housing and supportive service mofielgdividuals with mental
illness and/or addiction who also were homeless and nkest to frequent State
psychiatric hospitals, jails/prisons, and crisis services.

Studies from Across the Nation and Canada

Nationwide Studies

In 2004, Lewin Group compiled another illustration of sapipe housing being cost-
effective?” The chart in table 7 shows the costs per day of serving dudild in
supportive housing that would otherwise be homeless aatipa more restrictive and
potentially more expensive settings in nine cities actios country.

Table 7. Cost of Serving Homeless Individuals in Me Cities (2004)

City Supportive Jail Prison Shelter MH Hospital
Housing Hospital
Atlanta $32.88 $53.07 $47.49 $11 $335 $1,637
Boston $33.45 $91.78 $117.08 $40.28 $541 $1,770
Chicago $20.55 $60 $61.99 $22 $437 $1,201
Columbus $30.48 $70.00 $59.34 $25.48 $451 $1,590
Los Angeles $30.10 $63.69 $84.74 $37.50 $607 $1,474
New York $41.85 $164.57 $74 $54.42 $467 $1,185
Phoenix $20.54 $45.84 $86.60 $22.46 $280 $1,671
San Francisco $42.10 $94 $84.74 $27.54 $1,278 $2,031
Seattle $26 $87.67 $95.51 $17 $555 $2,184

According to a study by the Lewin Group, nationally respe health economists,
supportive housing is a better use of public funds thanltgmmative settings in which
people with mental illness are often served. Even whenodte are comparable, that is,
in shelters, the greater potential for stability and comitgunclusion offered by
supportive housing make it the better investment for statésommunities to make for
these vulnerable residents.

22 ewin Group Supportive Housing for People with Mental llilneBggaining a Life in the
Community, September 25, 2007. Retrieved fiam:.//www.dhmh.maryland.gov/mt/pdfs/Reference%20-
%20Transformation%20-%20Supportive%20Housing.pdf
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One HUD stud$’ of homeless persons with mental illness who move into peman
housing finds that those persons with comparatively mamgact with community based
services prior to entry into housing as well as during gtaly in housing are more likely
to remain stably housed than those persons who were exgieg@mpatient admission
and had used emergency services during their stay in pentiaousing. The study also
notes that it is important for programs to be sensitived@ltaicement of supportive
housing. “Careful consideration should be made as to thédocof permanent housing
and should avoid placing permanent housing residentsghlm@ihoods with high crime
rates and drug activities that inadvertently increaseishef relapse for residents.”

Another HUD stud$/ found that participants in Housing First programs areylitehave
increased income by the end of the first year of residehrcgddition, the level of
substance abuse severity decreased with fewer residegtsudstances or being
impaired by substance use.

A report by Oakley and Denfitsreviewed 10 studies of the National Institute of Mental
Health and additional studies of the National Institutémohol Abuse and Alcoholism,
finding that treatment outcomes improved if housing, siastee and security needs were
addressed first. Stable housing becomes a critical therapetervention.

New York City

In the landmark 2002 study by Culhane, Metraux and H&tt@nducted in New York
City that tracked homeless people with mental illnessesvim years before and after
being housed in supportive housing showed marked redsgtidheir length of
hospitalization, shelter and prison stays. This represaiieot $16,282 annual
reduction in cost per person versus the pre-housed co40@fE per person.

Other findings of this study include:
* “Reductions in services may nearly cover the costs ofastigpe housing
intervention in the aggregate...., it remains a major publicychallenge to

23 “Predicting Staying In or Leaving Permanent SupperHousing That Serves Homeless
People with Serious Mental lliness”, U.S. DeparttredriHousing and Urban Development,
Office of Policy Development and Research, Marcb620

2 “The Applicability of Housing First Models to Hotess Persons with Serious Mental lliness”,
U.S. Department of Housing and Urban Developmefitc®of Policy Development and
Research, July 2007.

25 “Responding to the Needs of Homeless People witlo#él, Drug and/or Mental Disorders”,
by Deirdre Oakley and Deborah Dennis, in Homelessie America, ed. Jim Baumohl, for the
National Coalition for the Homeless, Oryx Pres96.9

% Dennis P. Culhane, Stlephen Metraux and Trevoldya8upportive Housing for People with Mental lliness:
Regaining a Life in the Communiyeptember 25, 2007. The Webcast was funded bgubstance Abuse and Mental
Health Services Administration, Center for Mentaladtth Services through a contract to JBS Internatjdnc., and

was developed in collaboration with the Nationatddation of State Mental Health Program. Retriefvech
http://www.dhmh.maryland.gov/mt/pdfs/Reference%2P0%ransformation%20-%20Supportive%20Housing.pdf
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shift funds from one set of purposes (health, jails, pristenahother (housing or
housing support services).

* “Placing homeless persons with severe mental illness ulsidized permanent
housing with social service support ...provides a more hnenatternative to
living on the streets and in shelters, and providers regtmtion rates in such
housing to be upwards of 70 percent in the first year aftfeement.

* Permanent supportive housing resulted in a 60% reductistaief hospital use.

Pathways Housing First of New York

SAMHSA's National Registry of Evidenced-based ProgranasRmactices (NREBPP)
lists Pathways” Housing First Program as an evidencsdebprogram. Housing First, a
program developed by Pathways to Housing, Inc., is designeatthomelessness and
support recovery for individuals who are homeless and hewares psychiatric
disabilities and co-occurring substance use disordersurBagNew York, the model has
been replicated in Washington, D.C. and Philadelphia as welhay other U.S. cities
and other countries.

Pathways’ Housing First model is based on the belief thatihg is a basic right and on
a theoretical foundation that emphasizes consumer chaigehiptric rehabilitation, and
harm reduction. The program addresses homeless individealds from a consumer
perspective, encouraging them to define their own needgaaid, and provides
immediate housing (in the form of apartments located irtesedl sites) without any
prerequisites for psychiatric treatment or sobriety. ffineat and support services are
provided through an Assertive Community Treatment (ACaintand may include
psychiatric and substance use treatment, supported engigyiiiness management, and
recovery.

The results of this program demonstrates greater stahilitgusing, increased perceived
consumer choice in housing and services, and lower costsisihgaand services.
Pathway’s program costs run about $21,000 annually pesrpers

The Pathways model, has also documented one of the highestnaat housing
retention rates among all studies of housing for homelesons with mental iliness.
Pathways has a five year retention rate of 88%, comparetddomrograms with
documented five year rates of closer to 58%.

Oregon

In July 2004, Oregon Office of Mental Health and Addictiorviges created a
Community Mental Health Housing Fund out of the revenues fhe sale of Dammasch

%" Dennis P. Culhand, Stephen Metraux, and TrevoréyaBlublic Service Reductions
Associated with Placement of Homeless PersonsSeitiere Mental lliness in Supportive
Housing University of Pennsylvania, Housing Policy Debatdume 13, issue 1; Fannie Mae
Foundation 2002.
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State Hospital to increase their housing stock for persghawental illnes$® In 2006,
Portland conducted a study of 35 chronically homelessiohdals with disabilities, and
found that prior to entering their Community Engagemengfara; they utilized over
$42,000 per person annually in emergency and hospitalizétut had a noticeable
reduction in cost to $17,199 representing an annual saefri&js,006 per persdi.

New York State **

The affordable housing and community development issukaeeds raised by
participants varied by region. However, several commoné¢lemerged. Twelve
themes germane to the issues and needs of affordable handicgmmunity
development were expressed, including quality affordasi&al units, aged housing
stock and “not-in-my-backyard” (NIMBY) opposition. In atidn, several themes
common in both rural and urban areas were identifieded.iselow is a summary of the
key statewide issues and needs related to the topics tleataiged by the focus group
meeting participants.

* Quality Affordable Rental Units: There is a need for rehabilitation and
modernization funds for the existing rental housing stoblerd is also a need for
affordable/workforce housing education and outreachzanthg reform to encourage
the development of additional affordable rental housingsun

» Aged Housing Stock There is a need for rehabilitation and modernization fémods
aged housing stock which has been subject to significanvd&ment.

* Preservation and Rehabilitation of Units There is a need for additional funding for
repairs or upgrades to modernize and preserve owner od@rderental housing.

* NIMBY Opposition: There is a need to educate local officials, planning anab$ch
boards and community members about the benefits of affertiabsing
developments in order to mitigate NIMBY opposition.

* Housing for Very Low- Income HouseholdsThere is a need for safe, decent and
affordable housing and living wage jobs for residents rgra0 percent or less of
area median income (AMI).

» Affordable Homeownership: There is a need for first- time homebuyer programs,
living wage jobs that can support homeownership and “remxe¢mtion” housing for
young adults.

» Other Housing Costs There is a need for increased funding for the Weathenzatio
Assistance Program and a utility cost assistance progtach would assist
homeowners and renters with housing-related costs.

28 OMHAS Mental Health Housing Initiatives: Notes onud$ing and Homelessness among People with
Mental lliness, DHS Office of Mental Health and Actébn Services, December 2003. Retrieved from:
http://www.oregon.gov/DHS/mentalhealth/publicatithmgising-omhasstaffmtg011304.pdf?ga=t
 Estimated Cost Savings Following Enrollment in @@mmunity Engagement Program: Findings from
A Pilot Study of Homeless Dually Diagnosed Adultgay 2006. Thomas L. Moore, PhD. Retrieved from
http://www.shnny.org/documents/CEPCOST-BENEFITIoO®®EP_000.pdf

¥New York State Statewide Affordable Housing Neetigl$, Division of Housing and Community
Renewal, May 2009.
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» Foreclosure There is a need for increased funding for foreclosureepten
services including pre- and post- purchase counselingelhasvemergency funds for
those in the throes of foreclosure.

» Senior Housing Funding is needed to create rental housing for seniorgg alith
supportive services, sited close to support systems anid pralplsportation. To meet
the needs of senior homeowners, additional funding for hepers and accessibility
modifications is needed.

* HomelessnessThere is a need for emergency shelters, particularly & rur
communities, as well as additional funding for existing gyaecy shelters.

» Supportive Service Delivery There is a need for timely and effective partnerships
between those who develop affordable housing and thos@mkimle social services
to individuals and families living in affordable housinyd®pments.

* Use of New York Main Street Program There is a need to adjust the Program’s
match requirement to attract increased participation fomal businesses.

Canada

In 1991, a significant study in this area was published byatt@ & Nelsori* finding
that after five months in a supported housing program, pemsdh disabilities exhibited
personal empowerment as well as enhanced functioningy alitim experiencing a
reduction in hospitalization. In addition to promotingater choice, self-sufficiency and
community integration, research has demonstrated pogitipacts in terms of cost-
effectiveness and improvement in quality of life, housiadpiity and health and
behavioral outcomes for people with mental illnessesldpmental disabilities and
substance use disorders.

Studies and Findings in North Carolina

Final Plan for Efficient and Effective Use of StateResources in the Financing and
Development of Independent and Supportive-living Aprtments for Persons with
Disabilities (A joint study by the Department of Health and Human Ses\iDHHS)
and the North Carolina Housing Finance Agency (NCHFeAXle Joint Legislative
Oversight Committee on Mental Health, Developmental Disiglsi and Substance
Abuse Services, March 1, 2009.)

This report concluded:

3 The study by McCarthy & Nelson, originally reporiedhe Canadian Journal of Community
Mental Health, is noted as one of the best sociakimg evaluations studies combining multiple
methods. It is referenced in many reports inclgdiveU.S. Department of Health and Human
ServicesMental Health: A Report of the Surgeon General—Httee Summary, Chapter 4.
Other Services and Suppari®ockville, MD: U.S. Department of Health and Hungervices,
Substance Abuse and Mental Health Services Admatish, Center for Mental Health Services,
National Institutes of Health, National InstitutehMdental Health, 1999. Retrieved from:
http://www.surgeongeneral.gov/library/mentalhealiapter4/sec6.html
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“Permanent supportive housing is the recognized bestgeastmeeting the
housing needs of the majority of persons with disabilitieserch into housing
programs for persons whose sole disability is substanse abdicate housing
models other than permanent supportive housing can édieéf in supporting
the recovery process.

“There are three critical components to developing affiolel permanent
supportive housingCapital — a source of funding either to purchase or build
housing;Operating Subsidy— a mechanism to ensure the rent is affordable to
extremely low-income tenants; aAdcess to Services and Supports
availability and coordination of the services and suggpibiat persons with
disabilities may need to be successful in the community.

“NCHFA and DHHS believe that making independent commumitysing
affordable to persons with disabilities is a good investmdaeting the housing
needs for persons with disabilities will require a rangdrafeggies. Consistent
annual funding will sustain the momentum built by the HogigiOO Initiative and
allow development and service partners to confidently falure supportive
housing. These recommendations are important steps addhwluccessful
models already used in North Carolirfa.”

NCHFA and DHHS made the following recommendations toicaatsuccessfully
supporting North Carolinians with disabilities.

1. Continue DHHS-NCHFA Partnership in the Housing Creditlkeg Programs.
2. Create a Tenant Based Rental Assistance Program.
3. Continue Smaller-Scale Supportive Housing Developments

4. Expand North Carolina’s Oxford House Partnership PilogRxm to Reduce
State Psychiatric Hospital Use and to Increase Locaic®srfor Persons with
Mental lliness.

Uniform System for Beds or Bed Days Purchased: Withocal Funds,

From EXxisting State Appropriations, Under the Hosptal Utilization Pilot, and From
Funds Appropriated Session Law 2008-107, Section 16(k), April 1, 2009°

The North Carolina General Assembly provided funding fdemonstration project
involving four LMESs to reduce their State hospital bey da@ization by holding LMEs
financially and clinically responsible for the cost adttuse and by providing additional
resources to build community capacity. The implementati¢gtoase Bill 1473, Section
10.49 (s1-s5), Session Law 2007-323 resulted in the folpalanges and service
delivery improvements:

32 Quoted from the Executive Summary: (pp. 3-4)
3 See: http://www.ncdhhs.gov/mhddsas/statspublicationsiresfindex.htm#legreports
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» Each of the four LMEs showed decreases in bed day utilizaitotal of 17,518 bed
days or $2,940,626 in net savings.

* Overall reduction in State psychiatric hospital admissiwas 1,176 fewer from the
start of the project on January 1, 2008. Total consumers saevadw programs
and usage of on-site hospital liaisons equals 4,396 throagember 1, 2008.

* Readmissions within 30 days of discharge decreased (J&08L,-ct. 31, 2008) by
35 percent when compared to the previous year.

During this project LMEs used a variety of programs lo¢allich as additional
transitional housing for consumers discharged fromeStaspitals who otherwise would
have gone to homeless shelters, a six bed residential stdbsiause service for women
with children, a hospital step-down unit, peer support,staffis respite for children and
adolescents, geriatric crisis services, dual diagnasasment, additional staffing for
crisis services, and services to transition consumerkatiged from the State hospitals
immediately upon discharge.

Welcome Home! Housing for North Carolinians with Dsabilities Prepared by the
Task Force on Housing of the North Carolina Commissn for MH/DD/SAS, May

11, 2004

This report recognized many situations in which changiagtistem could be
accomplished without massive cost or effort. Such recomatiend include, but are not
limited to, the following:

1. Greater incentives should be made available to attract@dghvate providers
who seek or can help to provide housing for people wittbdises. Such
incentives should include tax credits, waivers, speciastassie options and
public support.

2. Greater efforts should be made to remove barriers at thmaaity level that
prevent development of housing alternatives for people dvsabilities. Such
barriers are often found in zoning laws, land use plans, ipesdes and many
others. These barriers are often the unintended resuli@istaken locally to
address other issues.

3. Barriers to employment for people with disabilities basethadequate housing
arrangements need closer examination.

4, North Carolina should support the creation of State-fursgedialty housing and
support services for people with severe disabilities atehse needs. The
program should allow for maximum flexibility based on locaéds and should
restrict housing size to no more than three people withitliszs.

3 This equates to a net savings of $2,940,626 (ifnisd was obtained by multiplying the established b
day rate which is $548 per day times the projebediday reduction of 17,518 and subtracting thelun
that were allocated to the pilot LMEs ($6,659,2[@8)ing a net of $2,940,626. This is the 2009
established bed day rate.
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5. Mechanisms should be developed to utilize the HCBS wa&P[DD] to
support individuals in DDA group homes as well as the utibmeof the North
Carolina Special Assistance program for individuals wiglalilities living in
other than licensed residential settings.

6. North Carolina should create a State-funded operatingdyupsogram, tied to
existing housing production activities that would incestiee supply of housing
that is affordable for extremely low income persons wifalilities. This
proposed new subsidy program would bridge the currenbgapeen tenant
income and the cost of operating housing units by helpingderwrite the
operating costs of housing for low income persons with diseb. [Note: This
is the Key program currently administered by the NCHFA.]

7. It is recommended that a special housing initiative bexaklen for children with
disabilities in concert with implementation of the Child NDED/SAS plans. The
growing number of severely disabled children and yoweap|e requiring out of
home housing in the community, in transition to or from regidesettings,
should be recognized and supported. In addition, State ge@pesidential and
community housing needs still require attention and sappdhis has since been
implemented in North Carolina.]

Summary of Studies

» Three components are essential in developing suppoudiv&ry programs: capital
funding, operating subsidy, and support services.

» Supportive housing can, and usually does over time, or neanlpe recovered
through the reductions in high cost services (i.e. hospatadin, shelter, prison, jail,
etc.) and results in better, higher quality outcomes fugdhieceiving services.

* North Carolina has successfully initiated a number of stipye housing models and
has acted on the recommendations of several previousstiidst notable are the
establishment of the Housing 400 and Key initiatives ana@xfouse as well as the
pilot program to allow the use of Special Assistance (SAjneays to support
individuals in community living arrangements.

* There is a need to develop additional housing stock, propeeting assistance and
to target that housing for individuals with disabilities.

* There is a continued need to increase incentives for geusldo create supportive
housing as well as remove barriers in communities (e.g. gonausing codes, etc).

* Support services must have significant flexibility to nmelividual needs.

* Providing supportive housing is almost always less expetisan any other
residential response.
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In summary the Task Force concluded that:

» Supportive housing promotes greater quality of life iahcself-sufficiency and
community integration.

* Research has demonstrated positive impacts in termstedéffestiveness and
improvement in quality of life, housing stability and healttd behavioral outcomes
for people with mental ilinesses, developmental disadsliind substance use
disorders.

* Even when the costs are comparable between currentgytland out of crisis care
and permanent supportive housing, the greater potentisidiility and community
inclusion offered by supportive housing make it the bettezstment for states and
communities to make for these vulnerable residents.
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Chapter 6. Supportive Housing Cost Analysis

The Task Force identified 1,700 individuals with mentlth or substance abuse
disorders or developmental disabilities and who are hanéhat need supportive
housing. To accomplish this goal, the State must employ etyafimodels. The

models include using capital funding to build new struegwor to renovate existing
available units in both integrated and stand alone sethiaged on local and individual
needs. They must include operating subsidies to make tsengaffordable to
individuals who have extremely low incomes (e.g., thoseSInrf8ome) and who can
receive the necessary services and supports across sgeita@es and county lines. The
strategies defined in this chapter are largely cost regteatly enhancing the benefits

the identified individuals receive.

Costs of Supportive Housing Units

The following strategies for housing development programd tenancy supports present
costs separated out by the three components of suppastigen — capital, operating
subsidy, and services and supports — and assume a pitioeleoyears of development.

The housing development programs overseen by the Northir@ariousing Finance
Agency (HFA) described in chapter 4 are currently desigviéh the necessary
flexibility to meet the identified needs from a capitalgperctive, though the current
funding levels are inadequate to develop the units nesesieténtified in the report.

1) Housing Tax Credit/Rental
Production/Targeting/Key Programs

The Housing Credit Program by itself, or in
conjunction with the NC Housing Finance
Agency’s Rental Production Program (RPP),
creates approximately 35 properties annually
statewide, with 2,500 affordable units. This resu
in about 250 units of housing each year that are
targeted to persons with disabilities who have
income at SSI income levels. These units are
known as Targeted Units. Over a three year per
the program would produce a total of 750 Target|
Units.

Capital: All units are built, managed, and
monitored through an existing efficient affordable
housing production program, thus there is no

Since 2002, DHHS and NCHFA have
partnered in the development of integrate
permanent supportive housing through thg
programs. The Targeting Program has be
recognized with two national awards from
the national Council of State Housing
Agencies and from the National Alliance
for the Mentally Ill. The program has also
been replicated by housing finance ageng
in four states and served as the model for
the U.S. Frank Melville Supportive Housin
Investment Act of 2010 (S. 1481) that wag
signed into law January 4, 2011 to modifyj
portion of the federal 811 program that
develops housing for persons with
disabilities.

See:
http://blog.govdelivery.com/usodep/2011/
1/the-frank-melville-supportive-housing-

2Se
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a

investment-act-of-2010.htm|
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required incremental capital cost to the State for BeTargeted Units.

Note: In recent years, Rental Production Program (RIRfjng has been inadequate for
the number of strong applications. As a result, higher scappiications requiring both
Housing Credit and RPP funds were not funded, and insteademegalications
requesting only Housing Credits were funded. RPP usesdhsi) Trust Fund (HTF)

as a source of funds and additional investment in the Hithdaallow for higher scoring
applications to be funded. If the investment was increlhg&?20 million or more,

smaller scale (less than 24 units) integrated rental hgtisat would fit smaller
community needs could be created.

Operating Assistance The DHHS Operating Subsidy funds the Key Program. This is
the State-funded, production-based operating subsidiedrealely to make apartments
affordable to persons with disabilities with income as Isv81 to access housing. It
was created in conjunction with the Housing Credit/RePtatuction/Targeting
Programs and is designed to take advantage of these ongdipgoren affordable
housing programs where operating costs are alreadyaedhwtow market rate,
minimizing the amount needed for the Key subsidy. This pestiip reduces the gap
between what a person on SSI income can affordably pay amanbunt needed to
properly operate and maintain a property. In addition, Kelesigned as a bridge
subsidy with the goal to transition tenants to permanenlge federal assistance, (e.qg.
Section 8) as soon as it become availdbl@ver the life of the program, Key costs an
average of $220 per unit per month when used in conjuncitbrHeusing Credit
projects, making Targeting and Key a highly efficient lagang of resources.

Access to Disability Specific ServicesTenants access services that they need to be
successful in their community through normal service dgfichannels. Potential
tenants are referred to Targeted Units by specificaliyadaservice providers that have
become approved referral agencies.

Additional barriers identified are (1) the ability of iseents to pay one time rent and
utility deposits, and (2) the ability of service providerdéopaid for tenancy support
activities such as advising on how to be a good neighbontanging an apartment, and
budget counseling that focuses on timely rent payments.

Cost Estimates The ability to continue this program is only limited bgess to
recurring appropriations for the Key Program, and stafaciépat DHHS and the NC
Housing Finance Agency. As additional funded units coméenthe existing staff
capacities will be inadequate, necessitating funds forrastmation. Based upon current
values, projected costs for the expansion of the DHHS-NCH#th@rship in these
programs are shown in Table 8.

% Section 8 administrators receive funding directly fromDHahd the State does not
control access to Section 8 waiting lists.
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Table 8. Projected Costs for Expansion of Housinfjax Credit/RPP/Key Program

Funding Expense Calculation Total Cost to
State
Housing Tax [paid by existing housing production programs] $0
Credit/RPP
Deposit assistance $750 per unit multiplied by 750 units $562,500
TOTAL Non-Recurring | $562,500

Key Program $220 per unit multiplied by 750 units multiplieds1,980,000
recurring by 12 months
Key Program 7.5% of Key Program funding $148,500
recurring
administration

TOTAL Annual Recurring | $2,128,500

2) Supportive Housing Development Program

The Supportive Housing Development Program (SHDP)igeswno-interest loans of up
to $600,000 per development of emergency, transitional antapent housing. This
program would be appropriate to address the one to sixnramisitional services
needed to stabilize some anticipated program participéares first discharged from
institutional care.

The 400 Initiative, as discussed in chapter 4, offered additoptions of zero percent
(0%) interest construction lending and permanent fingnidnup to a 100 percent of the
cost of the project (only needed when no local funds weaitable), or $1.2 million,
which ever was less. This opportunity was discontinued wheeA00 Initiative went
unfunded in fiscal year 2010.

Capital: The current portfolio of the Supportive Housing DeveleptiProgram shows
that the cost of small-scale independent rental develaigsnraries widely. Among other
factors, zoning, housing style, regulatory requirementshility of materials and
geography result in a significant fluctuation of costs.dditton, SHDP development has
minimal economies of scale for fixed costs because thespagad over 12 or fewer
units, in comparison to Housing Credit projects which ugueive 40 or more units. As
a result, per unit costs range from a low of $100,000 per uaihigh of $200,000.
Based on historical production, 180 units could be fundedyusith the standard SHDP
and the 400 Initiative version of SHDP over three years.

Operating Assistance As described above, the Key Program is the State-funded
production-based operating subsidy that covers the gejeeetwhat extremely-low-
income residents can afford to pay and a statewide payraedastl set to provide what
the property needs to operate the unit. As with Housing Gueajierties, Key is
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designed as a bridge subsidy and requires that all panisi be actively on Section 8
waiting lists if the local Section 8 administrator is takapplications. However, unlike
Housing Credit properties, small supportive housing pt@seneed a higher operating
payment standard because they are not mixed income pespantl lack higher-income
tenants to help defray operating costs. These Key coststamated at $250 per unit per
month.

Access to Disability Specific ServicesTenants access services that they need to be
successful in their community through normal deliveryncigds. In some supportive
housing properties the sponsor or owner may provide addltsite-based supportive
services. Service providers are limited in their abilitpegoaid for tenancy support
activities such as support for improving relationshipthweighbors, maintaining a clean
and safe apartment, and budgeting for timely rent paynkirshould be noted, however,
that no tenant is able to access the Key Program without lraieg with a provider
committed to assisting the tenant, at a minimum, with disgisiiecific service needs.

As described above the residents are limited in theityatnl pay one time rent and
utility deposits.

Cost Estimates The cost estimates assume developing half of the 180wnuies the
400 Initiative version of SHDP to promote faster and nfleseble development at
$150,000 per unit. The other 90 units, following current gings, would receive a
maximum investment of $60,000, thus reducing State cantistinucosts per unit. In
addition, Key Program operating subsidies are essentiadke these units affordable to
extremely-low-income persons with disabilities.

Table 9. Projected Costs for Expansion of the SHDP — 400 liative

Funding Expense Calculation Total Cost to
State
Capital from SHDP | 90 units multiplied by $150,000 = $13,500,0 $18,900,000
plus
Other 90 units multiplied by $60,000 =
$5,400,000
Deposit assistance $750 per unit multiplied by 180 units $135,000
TOTAL Non-Recurring | $19,035,000
Key Program $250 per unit multiplied by 180 units multiplieds540,000
recurring by 12 months
Key Program 7.5% of Key Program funding $40,500
recurring
administration
TOTAL Annual Recurring | $580,500
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3) North Carolina’s Oxford House Partnership Program

Recognized as a national best practice model for efédgtpromoting long-term
abstinence, Oxford House is a cost effective model that cesalddy replicated
statewide. Since 1990, the North Carolina Division of Mentdlth, Developmental
Disabilities and Substance Abuse Service has supportetieédopment of Oxford
Houses through a revolving loan program that currentlizes$350,000 of recurring
State appropriations and federal Substance Abuse Ri@vand Treatment Block Grant
funds that funds Outreach Workers to establish six new eegdwuses.

Capital: Expanding this program involves no capital investmeartdesit leases existing
housing stock.

Operating Assistance Requires no operating subsidy because the residentsrpahat
covers all housing costs.

Access to Disability Specific ServicesOxford Houses are peer-operated with residents
receiving support they need from peers facing the samesisdthe program includes
mentoring and assistance in community services to supgmmvery. The access to
community services would likely need to be expanded foatiieipated program
participants, requiring a variation of the standard @kfdouse model. Funding is
needed for additional Oxford House Outreach Workers anafasion to the revolving
loan program.

Cost Estimates®® To support 60 new houses serving an average of six persamsyse
or approximately 360 additional people over a three yeadgdunding for 15 Outreach
Workers is needed plus $200,000 in revolving loan funds. Th@®®J is estimated to
include salary, benefits, travel, training and administeagixpenses.

Table 10 Projected Costs for Expansion of the Oxford House &tnership Program

Funding Expense Calculation Total Cost to

State
No Capital Utilizes existing housing $0
Revolving Loan One-time addition $200,000
Funds

TOTAL Non-Recurring | $200,000

No Operating Residents pay rent and all housing costs $0
Assistance

Recurring Support | 15 positions multiplied by $75,000 (salary, | $1,125,000
for 15 new Oxford | benefits, travel, etc.)
House Outreach
Workers

TOTAL Annual Recurring | $1,125,000

% This section may change to accommodate a lowengedrousehold size in conjunction with
pilot houses that focus on mental illness only.
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4) Tenant-Based Rental Assistance Program (TBRA)

Many states supplement the shrinking supply of federadtasse with a state-funded
tenant-based rental assistance program, often adméudig the human service system.
Like the federal Section 8 Voucher program, TBRA allowssoamers to rent units in the
market where tenants pay a share of their income towardmerthe assistance makes up
the difference in the cost of the unit.

Currently, the State dforth Carolina does not fund a tenant-based rental agsstan
program. The program envisioned is one that could servephigtty, high-cost
consumers with the highest barriers to housing. This islydaated to the anticipated
program participants addressed in this report and addréssal conditions that the other
programs cannot. Local management entities (LMES) anlicRdusing Authorities
have experience working together using federally furic®&A subsidies through the
administration of over 1,000 McKinney-Vento Shelter PlaseC/ouchers and this
experience could be leveraged when implementing a Staté pBéyram.

Capital: No capital investment is needed since TBRA accessemgx¥istusing stock.
Operating Assistance The rental assistance would cover the gap between what

extremely-low-income residents can afford to pay andahtal costs of a modest,
private unit, limited to the Fair Market Rent in a given &fea.

Access to Disability Specific Serviceslt is critical to the success of the TBRA program
designed to serve high-risk consumers that recipienteattit assistance be closely
linked with the most intense services and supports alailalithe community. Care
coordination through the LMEs will ensure that residest¢give what they need to
maintain their housing.

Cost Estimates Estimating the cost of a TBRA program must include thesipdity

that recipients could be either individuals who have sbagcessed disability benefits or
individuals in recovery who may be ineligible for SSI andsequently may have no
income or savings. Therefore, estimates exclude any cotimfrom the recipient and
are based on a statewide Fair Market Rate and one-timsitdefoo rent and utilities.

With the increased flexibility of a TBRA program comes @aged State and local
administration that is labor intensive. Local administeatunctions include developing
a landlord base, executing assistance agreements, pngcesgnt applications,
calculating rental share, inspecting units, processing patgnetc. The costs of
providing 420 units of tenant based rental assistance awensh Table 11.

3" Fair Market Rates are set annually by HUD basethupe 48 percentile of gross rents for typical, non-
substandard rental units occupied by recent masaisestimated utility costs in a particular localising
market.
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Table 11 Projected Costs for Tenant-Based Rental Assistané&dogram (TBRA)

Funding Expense Calculation Total Cost to

State
No Capital Utilizes existing housing $0
Deposit assistance | $750 per unit multiplied by 420 units $315,000
funding

TOTAL Non-Recurring | $315,000
TBRA recurring $681 per unit multiplied by 420 units nplied | $3,432,240
by 12 months

TBRA annual 10% of TBRA funding $343,224
recurring

administration

TOTAL Annual Recurring | $3,775,464

5) Access Points for Services (e.g. Help Centersn§ite Service Professionals)

In many of the successful models outlined in Chapter 3yia@iess to services and
supports made the difference. In one case there was aeinédp that supported many
individuals across a scattered site apartment complexptherthere was one full time
service professional that supported a standalone siympbdusing development, and in
yet another there was a part time service professionabgugpindividuals living in
scatter sites across a county. In all cases these protasgioovided a bridge for
individuals transitioning from homelessness or instinaiization by ensuring that the
individual accessed individualized community-basedisemproviders and tenancy
supports.

Capital: No capital investment is needed since service is coomgnadividuals in
existing housing.

Operating Assistance: No operating assistance for housing is needed, as thiseservi
coordinates individuals in existing housing with appraigrioperating assistance that is
already in place.

Access to Disability Specific Serviceslt is critical to the success of a supportive
housing program designed to serve high-risk consumersettiptents be closely linked
with the most intense services and supports available icothenunity. Care
coordination through the LMEs will ensure that resideateive what they need to
maintain their housing. This service can enhance disabjigcific services by ensuring
they are being quickly and consistently accessed antktiacy supports are in place to
deescalate tenancy issues from becoming health crisesissu

Cost Estimates Flexibly fund 10 pilot projects to assist 10 supportiveding projects
or catchment areas to demonstrate effectiveness.
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Table 12 Projected Costs for Service Access Points

Funding Expense Calculation Total Cost to
State
No Capital Uses existing housing $0
TOTAL Non-Recurring | $0
No Operating Stabilization services to those accessing $0
Assistance housing or already in housing.
10 pilot projects 10 pilot projects estimated at costing $250,0062,500,000
recurring costs (10 pilot projects multiplied by $250,000.)
TOTAL Annual Recurring | $2,500,000

Additional Strategies to Improve Supportive Housing Outcomes

1) SSI/SSDI Outreach, Access and Recovery, known as B8R

A comprehensive overview of costs must include the peageruf costs that are likely to
be paid by federal sources, especially the federal portibfedfcaid. To bring down
State costs, it is imperative that the anticipated progeticpants access Medicaid to
the maximum extent possible.

As noted above, the anticipated program participantsifaehin this report are

primarily persons with mental health or substance abgsed#irs who are also homeless.
The Social Security Administration identifies that onl$d bf all homeless people who
apply for disability benefits are approved at their fiesjuest and homeless persons with
mental illness have a smaller rate of approval.

SOAR, SSI/SSDI Outreach, Access and Recovery, is a spedifiegtrused to assist
first time applicants in the disability process. In Nortmdllaa, there are 11.5 Full Time
Equivalent staff who work exclusively with SOAR. In adalitj some community have
non-dedicated staff that occasionally assist applicatg the SOAR methodology.
Most SOAR workers are hired by nonprofits. These workax®e a 77% success rate for
244 first-time homeless disability applicants. Each peegaproved for SSl is
automatically eligible for Medicaid. In addition, sinasé 2, 2010, these successful
applicants have brought $1,141,813 in cash benefits intét#te. These cash benefits
can be used, in part, to pay towards housing costs, redueimgathithly rental assistance
required to assist those successful applicants.

Thus, an investment in dedicated SOAR workers focusingismpdipulation would result
in ongoing reduced State burden for services costs, ayjuinyreduced State rental
assistance and operating costs for supportive housitgy uni

Each LME and each State psychiatric hospital should aaleslicated SOAR worker.

Capital: No capital investment is needed, as this service qualiftgduals for
SSI/SSDI to allow them to access existing housing.

Alternatives to Hospitalization Task Force
55



Operating Assistance No operating assistance for housing is needed, as thiseservi
qualifies individuals for SSI/SSDI to allow them to accesstmg housing assistance
programs. In addition, successful applicants are able ta paytion of their rent
themselves, reducing public operating assistance costs.

Access to Disability Specific ServicesSince persons receiving SSI are automatically
qualified for Medicaid, SOAR results in improved access taiges for any beneficiary.

Cost Estimates A total of 26 SOAR positions are needed: one locateddt ef the 23
LMEs and at each of the three psychiatric hospitals. Téwsts are quickly offset by
federal cash assistance brought into the State as wellraases in access to Medicaid-
funded supports.

Table 13 Projected Costs for SOAR

Funding Expense Calculation Total Cost to
State
SOAR recurring 26 SOAR workers (one for each LME and one$1,950,000
administration for each hospital) multiplied by $75,000 (salary,
benefits, travel, etc.)
TOTAL Annual Recurring | $1,950,000

2) NCHousingSearch.org

The NC Housing Search website is completely free to ladslland consumers. The
website is bilingual and provides listings of affordablgaEhousing currently available
in North Carolina. These listings provide extensive infdiomaon accessibility features
of all units. The site has become a major resource for thosethai affordable housing
or units with special features, public and nonprofit humavises agencies, and
landlords in marketing their properties. Only currentigiible units appear in a web
search. Through the password protected access point, casgersacan locate housing
willing to take difficult to place populations. There is a SpeNeeds Housing Search
Tool component that allows servicers with access to thtsaeted area to connect with
property providers who have indicated a willingness tonate units to selected special
needs populations. It is recommended that this restrictaba be given to staff whose
job descriptions directly correlate to researching, lngatind securing housing for their
clients on a regular basis, and a State level position i®ddedoordinate that restricted
access.

As mentioned in chapters 2 and 3, this service would be usextkohiousing options for
anticipated program participants, and to document angulifies in housing
opportunities that cross LME or county lines.

The site is operated by Socialserve.com, a nonprofit teagynalolution provider
headquartered in Charlotte, NC. Socialserve has a traakiretcbuilding and
maintaining affordable housing locators across the cpufthey currently operate sites

Alternatives to Hospitalization Task Force
56



in twenty states, and all these websites can be accessetllydrom the national
Socialserve.com site. The estimated annual costs of opethé site are $200,000 and
$75,000 for the State level staff (salary, benefits and dravel

Capital: No capital investment is needed since using an existihgase system
making access to existing housing stock easier.

Operating Assistance: No operating assistance for housing is needed, as thiseservi
allows individuals and service providers to find apprdpri@using more quickly. The
website also notates what kind of rent assistance is adcepte

Access to Disability Specific Serviceslt is critical to the success of individuals to find
appropriate housing as quickly as possible to allow thenm tBceive services and 2) to
receive greater benefits from the services than if theiohels were in an unstable
housing environment. The password protected feature alewice providers to
maintain other non-public information about housing thatat available anywhere else
to allow better decisions to be made about available hgpuSiEre coordination through
the LMEs will ensure that residents receive services we@d@aintain their housing.

Cost Estimates Fund annual operating costs and fund one position to agtarini
password protected areas and train service providers otohase tool.

Table 14 Projected Costs for NCHousingSearch.org

Funding Expense Calculation Total Cost to
State

NCHousingSearch | Annual operational cost for service including | $200,000
recurring operational software updates, custom reporting, and bi-
costs lingual call center.

NCHousingSeach | One position to administer password protecte75,000

recurring area and provide training to service providers.
administration (Multiplied by $75,000 (salary, benefits, travel,
etc.)

TOTAL Annual Recurring | $275,000

Costs of Services and Supports

The Task Force assumes that majority of adult consunwrislwe eligible for, though
not necessarily receiving, Supplemental Security Inc(®$#) and for Medicaid.
Therefore, a variety of Medicaid services would be avaldiepending on the particular
needs of each individual.

The report assumes that the following Medicaid-fundedses are used most often by
all recipients: medication management, peer support, éargase management and
either community support team (CST) or assertive commtneiggment team (ACTT).
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Other Medicaid services and supports in addition to cresisces include personal care
(PC), psychosocial rehabilitation (PSR), partial hosp@ion (PH), substance abuse
outpatient programs and detoxification programs.

To gain access to the Key operating subsidy program Hedcabove, an individual must
be referred by a service provider approved by DHHS and NCatFareferral agency.
The referral agency must have trained staff, provide saraiceé supports and commit to
support the individual for the long term. Staff develop tldgévidual’s person centered
plan and crisis plan and ensure an individual's accessl¢odieentitlements such as
Medicaid and SSI as well as various services and commuposts, in addition to
referring the individual as an applicant for housing.

Tenancy supports are individualized and may be tied to hilitiga They frequently
keep a tenancy crisis from developing into a disabililsisrsuch as negotiations with
the landlord, education regarding tenant and landlordsrigidl responsibilities, and
crises involving lease violations.

State funding is needed for the coordination and admatimtr of such developments and
of the transition of individuals leaving hospitals or coti@al institutions, and staffing
of the 24/7 help center, and for providing tenancy supports.

Factors Influencing Costs

In recent years supportive housing programs for the ress@hentally ill population

have been increasingly likely to track and publish datatgtxmgram costs. As a result of
those publications, several key factors related to propsts ¢or the anticipated program
participants have been identified, which are cited below.

* Upon initial occupancy of a permanent housing unit, the tesdikely to begin
accessing general health care service at an increasedmase costs are usually
connected to chronic health conditions such as diabedesypertension as well as
physical conditions that homeless persons are more wabliecthan the general
population. However, by year five of tenancy, (year three istimases), medical
costs significantly reduce. The cost analysis below ordjepts costs for three years,
and thus does not include the significant medical saviradappear after that three
year mark.

* Upon stabilization in permanent housing, the second mosnhoonservices request,
behind medical care, is assistance with employment. Whilalhaf the anticipated
program participants would be able to successfully engag#oyment, a significant
percentage would and will, resulting in the tenants’ ghiiéitassist in paying for
services and housing costs, further offsetting Stats.cost

% This process is agreed between NCHFA and DHHS.
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» Using SOAR workers, almost all tenants will be able to acdsabitity payments
and Medicaid, resulting in the tenant’s ability to assistaiying for services and
housing costs. Intentionally hiring SOAR workers earlyhmprocess will maximize
Medicaid access as well as aggregate dollars avaiapl@gram participants to
cover their own expenses. The earlier SOAR workers are Hiedyréater the net
cost savings to the State.

This report does not take the above documented trendscodara. Therefore, it is
reasonable to expect that actual costs will be less, andshefEsets will be greater.

Summary of Costs

Table 15 provides the summary of supportive housing caastsefiect only the State
portion of funding needed to implement the above strasemnd provide 1,700
individuals with mental health or substance abuse dissmt developmental disabilities
who are homeless with needed supportive housing and relatédes.

Potential Cost Offsets

Successful programs in North Carolina and other statesdeawenstrated that utilization
of and readmissions to State psychiatric hospitals ateeedvhen transitional and
permanent supportive housing are included in communitycssrand supports for
individuals with mental iliness, substance abuse, and a@veintal disabilities.

As described in chapter 3, services, supports and adratiostof Bridges of Hope
operated on $250,000 per year while supporting 15 to 20idchdils with staffing of the
program and the 24/7 Help Center and saved the State theastsbf incarceration and
re-hospitalization for these individuals. Housing, reatdisidies and Medicaid provided
the remaining financial support. Previous costs to the ftathese individuals from
public records, judicial records, hospital records hadedes $1 million total.

A cost analysis conducted in 2007 of the Lennox Chase car(gescribed in chapter 3)
calculated an overall cost reduction of 29.53 percent foe&tlents including the cost of
an on-site social worker. Although the cost of medicalnmeat almost doubled for two
residents, the cost of inpatient substance abuse trealer@@ percent, the cost of
outpatient mental health services fell 95 percent, and gteo€ncarceration fell 100
percent. The overall savings for the 21 individuals who limettie complex for two
years or more was about $111,357 compared to the two yéartopentering the
complex. This is approximately a savings of $5,303 per iddaliover two years or
$2,652 per year. This includes the cost of administratioraar@h-site social worker to
provide tenancy support of $54,835 over two years. This mtdadies 100 percent of the
medical costs that are estimated to be 80 percent coveredfedlicaid. Table 16
reflects the state cost of 20 percent medical expensetingsnla greater savings to the
state.
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Table 15. Cost Summary of Recommended Housing Pragms

Program # Capital & Recurring
Units Deposits Operating
(non- Subsidies
recurring) (includes
administration)
Housing Tax Credit / 750 $562,500 $2,128,500
Rental Production
Program (RPP) /
Targeting / Key
Program
Supportive Housing 180  $18,900,000  $580,500
Development (SHDP) / $135,000
Key Programs
North Carolina’s 360 $200,000 $0
Oxford House
Tenant-Based Rental 420 $315,000 $3,775,464
Assistance
Service Access Points 0 $0 $0
TOTALS 1710 $20,112,500 $6,484,464

Recurring Notes
Services
$0 Increased Housing Fuwsd appropriations

would increase the quality of units available and
promote smaller unit properties in smaller
communities. This also requires increases in the
DHHS Operating Subsidy (Key Program).
$0 Increased Housing Trust Fund apprapnscould
restart progress made under the Housing 400
Initiative. This would need to be accompanied
with increases in the DHHS Operating Subsidy
(Key Program)
Provides an environthahtesponds to the
unique needs of substance abuse recovery.
$0 Provides the most fiexidmmunity tool.

$1,125,000

$2,500,000 Allowd €opilot programs flexible funding to
support clients to successfully stay in housing by
providing tenancy supports and necessary
connections to clients’ individual service provisler
$3,625,000
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Table 16. Lennox Chase Two Year Cost Analysis

Costfor Costof Cost of Cost of Costof  Costof Total
21 Housing Inpatient Outpatient  Physical Prison
persons Hospitali - Mental Health / Jail
for two zation Health Treat-
years Services ment
Before $7,504  $42,500 $85,381 $22,110 $3,486 $288,702
moving to (Shelter (psychiatric ($13,748
Lennox  only) hospital) per person)
Chase $127,721 (SA

treatment)
After $54,835 $5,346 $4,000 $40,321 O $104,502
moving (with on- ($4,976 per
into site person)

Lennox  social
Chase worker)

Cost -$47,331 $37,154 + $81,381 $18,211 $3,486 $184,200
Savings $127,721 = ($8,771 per
$164,875 person )

Using Lennox Chase as an example (given the extensivaralysis) a savings over two
years for 1,700 people could be quite extensive for the. Stetguming all 1,700 are
involved in some combination of cycling in and out of psyirltdospital care,
incarceration, and/or use of the emergency departmerttmihie two years prior to
entering a supportive housing situation, there is the paleatvings to the State of
$4,386 per year for each individual.For 1,710 individuals this is a total savings of
$7,500,060 per year.

When these projected annual savings due to reduced tigiizd institutions (shown in
Table 16) is subtracted from the projected recurring costsgerating assistance and
services (shown in table 15), the net difference is abq8082000. This amount would
likely be significantly, if not totally, offset by investing the SOAR strategy early
during project implementation as presented above.

Table 17. Projected Annual Savings

Recurring Costs Operating Assistance $6,484,464
Recurring Service Costs $3,625,000
Total Recurring Costs  $10,109,464
Less Annual Cycle Savings ($7,500,060)

Annual Net Difference $2,609,404

39 Not all Lennox Chase residents would have fallen into thieipated program
participant population. Therefore, not all of these resgdead the higher pre-housing
costs, such as state hospitalization costs, that would betedder this program.
Therefore, actual cost savings are likely to be higherdbkan in the following chart.
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Conclusion

The cost analysis outlined in Table 16 show that an effeatiervention resulting in
lower rates of hospitalization can be achieved with notiatdil costs to the State.
Furthermore, the opportunity for significant cost savisgegery real, and will increase
the longer participants have had access to permanent suppausing. Through early
investments in ensuring access to disability and MedidsedState can increase the
likelihood and amount of cost savings.
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Chapter 7. Recommendations

As demonstrated in this report, the Task Force has comerta agreement that
providing supportive housing and services for individwéith mental health and
substance abuse disorders or developmental disabilityatiilly improves their quality
of life and is more cost effective than allowing theseuidldials to cycle in and out of
psychiatric hospitalization, crisis services, jailspn and homelessness. Services and
treatment are demonstrated to be more effective if an thdiVihas a stable, safe place to
live and supports to remain at home. Essential elements musplace for supportive
housing for this population to be successful.

The legislation requires the Task Force to use informattimeged about the frequent
users of psychiatric beds and emergency departments to:
* Develop a business case for the development of a stitewpportive
housing initiative to benefit MH/DD/SA populations.
» Calculate the number of housing units needed statewide.
» Calculate the level of capital investment needed for layrar
initiative.
» Propose different methods that could be used to pay ongoing
operational costs.
* Examine potential cost-savings of the strategy.

The preceding chapters as summarized below build the masesfatewide supportive
housing plan to meet the needs of individuals with mentdtthand substance abuse
disorders or developmental disabilities and to obtainimamx cost savings for the State
of North Carolina as a whole.

As a result, the Task Force recommends strategies thateulte supportive housing
for 1,700 individuals over a period of three years becomstsneutral to the State while
improving the quality of life for these vulnerable resitde Further, this approach will
lay the groundwork for a statewide system for moving frestitutional care to
integrated community care.

Chapter 1 defines supportive housing as affordable hoasmgected with services and
supports. This includes both transitional and permanepbstiye housing models. All
models need three elements for successful creation ancirogaperation: capital
funding, operating subsidy, and necessary services andrssipp

Chapter 2 presents available data about individuals whivesygent users of State
psychiatric hospitals, emergency departments, crisiscesraind jails/prisons. The Task
Force found that these individuals with mental health ostamige abuse disorders and
who are also homeless frequently cycle in and out of dlexe services. Furthermore,
their homelessness creates barriers for them to taketadearof housing and
community mental health, developmental disabilities, abdtamce abuse services and
supports.
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The Task Force concluded that approximately 1,700 adultiéhughls currently need
supportive housing that is not currently available antltNES/community service
providers can identify the individuals as the anticipatedymam participants.

Chapter 3 and 4 outlined successful models currently imnugé¢he funding streams that
are available while chapter 5 presented outcomes fromopiestudies. Chapter 6
provides an analysis of costs for implementing varioudesjres.

This chapter presents the recommendations of the Task Foresponse to legislation
and at the request of the Secretary of the Department ahtHewl Human Services. The
Task Force recommends that the State take action baskd sinategies described below
and greater detail in the chapters of this report. A sumniahgaosts associated with
the recommendations is provided in Table 18.

Recommendation 1. The Task Force recommends thate State provide permanent
supportive housing for 1,700 individuals with ment&dhealth or substance abuse
disorders or developmental disabilities who are hoeless and frequent users of
psychiatric hospitalization, crisis services, jaibr prison. This will be accomplished
by expanding existing housing programs and supponie programs that are
successfully administered in North Carolina to crete permanent homes and
improved access to services and supports and to ldye ground work for a statewide
system for moving from institutional care to integiated community care.

Strategy 1.1 Increase the State’s ability to identify and qualifgiwduals for
SSI/SSDI at the local level thereby increasing individgualcome and access to
Medicaid and reducing use of State resources, by fundingdiéaded SOAR
positions with one at each of the 23 LMEs and each of the 8teg¢e psychiatric
hospitals at an estimated cost of $1,950,000.

Strategy 1.2Support the enrollment of potential Medicaid recipienisrgo January
2014 to increase access to current benefits.

Strategy 1.3Support the partnership of DHHS and NCHFA to provide 1,700
additional supportive housing units by:
* Increase funding by $2,709,000 for the DHHS Operating Sulsid
continue the Key Program and allowing administrativescfus up to
7.5% of funding.
* Expand funding of $3,775,464 through DHHS Operating Subsidyeiate
a Tenant Based Rental Assistance Program and allowingiathative
costs for up to 10% of funding.
* Expand funding of $1,012,500 through DHHS Operating Subsidyeiate
a Deposit Program to allow for up-front rental and utiligpdsits to be
paid reducing a primary barrier in obtaining housing.
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» Expand Oxford Houses Partnership Program by fundinglit avitne-time
addition of $200,000 to the revolving loan program and 1Z%ipasiat an
estimated cost of $1,125,000.

* Increase funding by $18,900,000 for the Housing Trust Fund.

* Create a source of “bridge funding” to support paymentdousty
deposits, utilities, transportation and other expensesgltransition to
permanent supportive housing.

Recommendation 2. The Task Force recommends impl@mtation of these
expanded housing and supportive programs over a pierd of three years through 10
pilot programs across the State in a variety of comunities.

Strategy 2.1 Fund $2,500,000 to provide flexible funding to the pilofgxts to
customize necessary services and supports to ensuralirals/have transition
services they need, maintain access to their individualksgoyoviders, and are
provided tenancy supports as needed. This includes thisiproef Assertive
Engagement and 24/7 support needed during the transitimal p@m institution or
homelessness to supportive housing.

Strategy 2.2Ensure staff of supportive housing programs and serviceders
receives training on tenancy supports, including landloddeamployer relationships.

Strategy 2.3Work to eliminate barriers to access for housing and @ynpnt for
individuals with mental health or substance abuse disstthat leaving prison or jail.

Strategy 2.4Promote wraparound services through a system of care appgma
facilitate the transition of individuals discharged framtitutions to the community
services.

Recommendation 3. The Task Force recommends strethgning the State’s
capacity to implement, oversee and evaluate the efftiveness of permanent
supportive housing, services and supports on the glity of life of program
participants.

Strategy 3.1 The Practice Improvement Collaborative (PIC) review a&sdmmend
models of services and supports that are evidence basexkgireg best practice for
individuals with mental health or substance abuse dissahd who are homeless.

Strategy 3.2DHHS consider asking the North Carolina Interagency Gbftorc
Coordinating Homeless Programs (ICCHP) to advise andwetvie work of all
participating agencies as these agencies promote siweduousing for individuals
with mental health or substance abuse disorders or devehdahdisabilities in all
areas of the State, investigate best practices, sponsopnmjects, provide oversight,
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conduct performance evaluation and secure funding anditetlassistance for local

supportive housing projects.

Strategy 3.3DHHS develop a clearinghouse of housing resources ab®$&idte in
the Office of Housing and Homelessness by expanding theoN€§liigSearch.org

tool. This strategy increases the State’s ability to teakaccess supportive housing
for all disabilities and special needs by funding NCHagSeach.org and a dedicated
position within the DHHS Office of Housing and Homelesssto administer access
to restricted areas and to train housing and service @mevah its use at an estimated

cost of $275,000.

Strategy 3.4Fund one position within the DHHS Office of Housing and
Homelessness that is responsible for tracking prograticipants to ensuring they
receive housing and service resources necessary fomiagai the community and
for evaluating the success of the pilot programs in termmfaving the quality of
life, enhanced effectiveness of services provided, andoiteetfectiveness of
providing housing, tenancy and SOAR services at an estiroast of $75,000.

Strategy 3.5 Ensure coordination among LMES, service providers, hguaimd
Community Care of North Carolina to assure physical hesakhaccess for program

participants.

Strategy 3.6Provide technical assistance to communities statewidevferaging
funding and accessing resources available to developraartté supportive housing

options locally.

Strategy 3.7 Develop coordination among information technologyesyst that
supports sharing of information and tracking individuadeoss systems and services
including Medicaid, IPRS, HEARTS, CCNC, CHIN, prisons and ,jaifgl enables
LMEs to coordinate care and maximize the use of limited$un

Table 18. Summary of Costs to the State Based dmetRecommendations

Recommendation / Strategy One-Time Costs Annual Recurring

Expense

Strategy 1.1 Fund SOAR Workers $ 1,950,000

Strategy 1.3 Increase Key Funding for LIHTC $ 2,709,000

targeted units and SHDP Program

Strategy 1.3 Tenant Based Rental Assistance Program $3,775,464

including administrative support

Strategy 1.3 Create Deposit Program $ 1,012,500

Strategy 1.3 Oxford Style Peer Housing Programs $ 200,000 1,12%,000

Strategy 1.3 Housing Trust Fund $18,900,000

Strategy 2.1 Pilot Service Projects $ 2,500,000

Strategy 3.3 Expand NCHousingSearch.org $ 275,000

Strategy 3.4 Staff position to track anticipated $ 75,000

program participants

Alternatives to Hospitalization Task Force
66




Clearly, this is the time and opportunity to take action tdisaa North Carolina’s
success and leadership in responding to individuals withiahleealth or substance abuse
disorders or developmental disabilities and who are hasnéheough the provision of
permanent supportive housing. Although the costs and destbf these strategies

will involve some ongoing funding each year, these costdeaninimized by increasing
the eligibility of these individuals’ entitlement to Medid and Supplemental Security
Income.

The recommendations and strategies will enable the Stptevmle permanent
supportive housing and greatly enhance the lives of 1, d)Niduals with mental health
or substance abuse disorders or developmental disabdrerelieve the State of crisis
services for that high cost group of people. Further researd planning will determine
the success of the demonstration pilot projects and detledapeans to reinforce the
viability of community-based services.
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Estimated Cost Savings Following Enroliment in the Comigufmngagement Program:
Findings from A Pilot Study of Homeless Dually Diagnosetuks, May 2006. Thomas
L. Moore, PhD. Retrieved fronttp://www.shnny.org/documents/CEPCOST-
BENEFITIlinktoCEP_000.pdf

For the NY City info & Chart Report of Nine Cities: SuppegtHousing for People with
Mental lliness: Regaining a Life in the Community, Sefien®5, 2007. The Webcast
was funded by the Substance Abuse and Mental Health SeAdireinistration, Center
for Mental Health Services through a contract to JBSratenal, Inc., and was
developed in collaboration with the National Associatib8tate Mental Health
Program http://www.dhmh.maryland.gov/mt/pdfs/Reference%20-
%20Transformation%20-%20Supportive%20Housing.pdf

Other References

SAMHSA Services in Supportive Housing
http://homeless.samhsa.gov/ssh/index.aspx

SAMHSA provides a variety of documents to assist in devedoprand management of
PSH on topics such as evaluating a program, training stffintg consumers, getting
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started, building your program, using multimedia, and nessufor training and
education.
http://homeless.samhsa.gov/ssh/documents.aspx?foktenaRent%20Supportive%20H
ousing&mode=&search=&filter=&fd=down

A free statewide listing of rental properties used by rerdad agencies to find housing
and by property owners/manager to market housing thaifidergpecial features of each
property. In addition, there is a secured area for hunraites information and other
information not available to public.

www.NCHousingSearch.org
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Terminology

The Assertive Community Treatment Team- ACT is an evidence based practice
provided by an interdisciplinary team that ensures seaxadability 24 hours a day, 7
days a week, and 365 days a year, and is prepared to carrjubutiage of treatment
functions wherever and whenever needed. ACT has beamsasdly researched and
evaluated and has proven clinical and cost effectivenbgsSthizophrenia Patient
Outcomes Research Team (PORT) has identified ACT as anivedfand underutilized
treatment modality for persons with serious mental iliness
http://www.actassociation.org/actModel/

A service recipient is referred to the ACT Team servicenwhieas been determined that
his or her needs are so pervasive or unpredictable thatdhept be met effectively by
any other combination of available community services.muki-disciplinary make-up of
each team (psychiatrist, nurses, caseworkers, mental higaltlans, vocational
rehabilitation specialists, and substance abuse sg)jaind the small client to staff ratio,
helps the team provide most services with limited refetoatgher providers. The
Substance Abuse and Mental Health Service Administré8&MHSA) developed the
ACT Tool Kit thatoffers customized, community-based services foplgewith mental illness.
http://store.samhsa.gov/product/SMAQ08-4345

Assertive Engagements a way of working with adults and/or children who have sewver
serious mental illness or substance abuse and who do raiveffeengage with treatment
services. Assertive engagement is a critical element oéltabilitation and recovery
model as it allows flexibility to meet the consumers’ gatar needs in their own
environment or current location (i.e. hospital, jail, streets).elt is designed as a short-
term engagement service targeted to populations or specifsumer circumstances that
prevent the individual from fully participating in need=de for a mental
health/developmental disabilities/substance abusgcesrproblem.

Continuum of Care Community Plan supported by the U.S. Department of Housing
and Urban Development Definition of Continuum of Caféhe Continuum of Care is a
community plan to organize and deliver housing and sextaceneet the specific needs
of people who are homeless as they move to stable housingadmum self-
sufficiency. It includes action steps to end homelessmekspravent a return to
homelessness.”" HUD identifies four necessary parts oftmmaam:
« Outreach, intake, and assessment in order to identify seamit housing
needs and provide a link to the appropriate level of both;
« Emergency shelter to provide an immediate and safe alterriatsleeping on
the streets, especially for homeless families with chldre
« Transitional housing with supportive services to allowtifier development of
skills that will be needed once permanently housed;
« Permanent and permanent supportive housing to providedoels and
families with an affordable place to live with services iéded.
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There are 12 Continua of Care in North Carolina. The streiciuContinua varies
amongst our communities. Some cities and counties asaifjmosassist the Continuum
while other communities ask organizations to volunteaer time. To find updated
contact information for the CoC for your area, Vigip://www.ncceh.org/cac

Cost Burden—HUD considers a household “cost burdened” when its dgrossing
costs, including utility costs, exceed 30% of its gross incoridD considers a
household “severely cost burdened” when its gross hgusists, including utility costs,
exceed 50% of its gross income.

Evidence Based Practice A practice which, based on expert or consensus opinion
about available evidence, is expected to produce a spelaifical outcome (measurable
change in client status). These practices include ContynBapport Team (CST),
Assertive Community Treatment Team (ACT), Personal Carg @sychosocial
Rehabilitation (PSR), Partial Hospitalization (PH), ants®ance Abuse Intensive
Outpatient Program (SAIOP), Substance Abuse CompreheBsiyatient Treatment
(SACOT), and four detoxification programs.

Gross Rent- contract rent plus the estimated monthly cost of utilaied fuels, if these
are paid by the renter.

Homeless- the term “homeless” or “homeless individual or homelessgn” includes:
* Anindividual who lacks a fixed, regular, and adequate nighttesidence; and

® Anindividual who has a primary nighttime residence that is

0 A supervised publicly or privately operated shelter desigto provide temporary
living accommodations (including welfare hotels, congteghelters, and
transitional housing for the mentally ill);

0 An institution that provides a temporary residence foividdals intended to be
institutionalized; or

0 A public or private place not designed for, or ordinarilgdias, a regular sleeping
accommodation for human beings.

Homeless Shelters- Over 35 North Carolina counties have no homeless shdtimimg
people experiencing homelessness to double up, live iagitaat suitable for human
habitation or to leave their communities.

Household- all related or unrelated individuals whose current residat the time of
the ACS interview is the address in question

Household income- income of the householder and all other individualsedssyand
older in the household, whether they are related to the holdse or not.

Income:

Area median income- a statistic generated by the U.S. Department of Housing and
Urban Development (HUD) for purposes of determining thgghality of applicants for
certain federal housing programs. HUD determines AMI omana basis for each
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metropolitan area and non-metropolitan county, makifgsédents for household size
and other factors.
* Middle Income — Reported income not in excess of 120% of Area
Median Income
* Moderate Income- Reported income not in excess of 95% of Area
Median Income
* Low Income — Reported income not in excess of 80% of Area Median
Income
* Very Low Income — Reported income not in excess of 50% of Area
Median Income
» Extremely Low Income — Reported Income not in excess of 30% of
Area Median Income

Median household income based on the distribution of households and families
including those with no income. It is computed on the bdsasstandard distribution.
Monthly housing costs as a percentage of household inatexeltoped from a
distribution of selected monthly owner costs as a percertiigousehold income for
owner-occupied and gross rent as a percentage of hédisetmme for renter occupied
housing units.

Overcrowding - HUD considers a household “overcrowded” when the ratacofipants
to rooms exceeds 1. HUD considers a household “severelyroweied” when the ratio
of occupants to rooms exceeds 1.5.

Scattered-site housingncludesindividual units dispersed throughout an area,;
apartments, condos, single-family houses; can be ownedsedteand must conform to
local zoning.

Standard Condition - a unit that meets or exceeds HUD’s Section 8 quality stdaffar
Substandard Condition but Suitable for Rehabilitation — a unit that does not meet
Section 8 quality standards but could be brought up to thasdasds for less than the
unit's appraised value.”

SSI Income- For individuals with income derived solely from Suppletak8ecurity
Income, the housing cost picture is most severe.

“CHUD’s Consolidated Planning regulation at Sec8arB05 (b) (1) requires the State to define theser
“standard condition” and “substandard condition &uitable for rehabilitation.”
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